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SOME OBSERVATIONS IN THE TREATMENT OF DEMENTIA PRAECOX 
WITH HYPOGLYCEMIA 


BY MARCUS SCHATNER, M. D., AND F. J. O’NEILL, M. D., 


CENTRAL ISLIP, N. Y. 


Part | 
Clinical Observations 


During the past year hypoglycemic treatment, according to the 
method of Dr. Manfred Sakel, has been instituted in different parts 
of the United States and all over the world. Many enthusiastic re- 
ports have been published and most of the writers claim extremely 
favorable results. One of the present writers had the privilege to 
attend the course given by Dr. Sakel at the Harlem Valley State 
Hospital, and subsequently this method of treatment was employed 
at the Central Islip State Hospital. The writers do not intend to 
go into the details of Dr. Sakel’s technique. They have had experi- 
ence with 75 patients. The treatment of 56 of these patients has 
been completed and the treatment of the remainder is continued. 
They have managed over 3,500 hypoglycemic states and believe 
that their observations may be of some interest to other physicians 
who are employing this type of treatment. At the outset, it should 
be stressed that the method and technique employed, adhered 
strictly to the teaching of Dr. Sakel during the course given at 
Harlem Valley State Hospital. The duration of the psychosis in 
these cases varied greatly from one month to 12 years. The aver- 
age duration for the total series was three and one-half years. It 
‘an be observed from this that the majority of cases employed were 
not, according to Dr. Sakel, ideal for hypoglycemic treatment. 
Physical Setup 

As this treatment was never employed in State hospitals before, 
a new department had to be created and nurses trained for that 
purpose. Our insulin unit consists of two adjoining, 10-hbed wards 
and six single rooms. This unit is employed exclusively for the 
treatment and after the patients are taken out of the hypoglycemic 
states, they are brought back to their respective wards. We found 
that one doctor can take care of 10 or 12 patients at the most and 
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that a hypoglycemic unit like ours needs six nurses. This requires 
two nurses for seven patients. Of course, in the first two hours of 
the treatment, one nurse can take care of five or six patients and, 
as time goes on, more nurses are necessary but the writers believe 
that with suitable management, two nurses can easily take care of 
seven patients. Occasionally it was necessary to have a special 
nurse for one or another patient. Most of the patients are treated 
in the ward but quite frequently it was necessary to place some 
patients in single rooms as their state of excitement disturbed the 
rest of the patients. In some cases, psychological considerations 
had to be taken into account and patients kept in single rooms. 
Whenever necessary, a protection sheet was employed for those 
patients who became restless and were likely to fall out of bed. 
Even in cases where we employed one nurse for a patient, we had 
to employ this sheet, as patients in a semicomatose condition may 
fall out of bed even while the nurse is in close attendance. This 
sheet consists of a rectangular piece of heavy canvass, 30 inches 
long and 40 inches wide and has three heavy straps, each 30 inches 
in length, on each side, by which the sheet can be fastened to the 
frame of the bed so the arms, legs and most of the trunk are free. 
This sheet merely protects the patient from falling out of bed, yet 
does not restrict motions of the extremities or of the body. In 
several instances it was necessary, when the patient became ex- 
tremely excited, to employ regular restraining sheets during that 
stage. We usually start our treatment at 7 o’clock in the morning. 
As the majority of the patients are in bed from five to six hours. 
it seemed advisable to start the treatment early in the morning. 
The patients are taken to the hypoglycemic ward before the other 
patients receive their breakfast and in this way the possibility of 
obtaining food from other patients is greatly diminished. Like- 
wise the patient does not remain in bed during the entire active 
part of the hospital day and has a chance to participate in hospital 
activities or do some work in the occupational] therapy class. 


Sugars Employed for Terminating Hypoglycemic States 

All hypoglycemic states are interrupted by nasal tube feedings 
of a sugar solution. In some of the cases, a concentrated solution 
of glucose intravenously is also employed for rapid termination. 
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At the beginning of the treatment the writers had to use a 50 per 
cent solution for rapid termination and in five eases sclerosis of the 
veins developed which greatly interfered with further treatment. 
Since 33 per cent glucose is now available on the market, it is suf- 
ficient to be used for rapid termination. This concentration is 
easier to inject into small veins and repeated injections are not as 
apt to cause sclerosis of veins. At first a solution of suerose was 
employed for the nasal feedings. It was found, however, that bet- 
ter results were obtained when ordinary unrefined brown sugar 
was employed. This sugar has been used by the authors for the 
past six months. The amount of sugar administered depends upon 
the amount of insulin injected, usually one gram to one unit of in- 
sulin is found to be sufficient. THowever, to some of the patients, 
who for one reason or another refuse to take sufficient nourishment 
after they are taken out of the hypoglycemic state, usually one and 
one-half grams of sugar to each unit of insulin is given in the tube 
feeding in order to give these patients larger reserve of sugar. In 
some patients, although they absorbed the sugar quite quickly, glu- 
cose intravenously was indicated for mental reasons. We observed 
several patients who were restless, disagreeable, uncooperative and 
refused to eat their meals when the hypoglycemia was interrupted 
by nasal tube feeding. However, when glucose intravenously was 
given to the same patients, they were pleasant and agreeable, and 
ate their meals more readily. 


Insulin Dosage and Its Relation to Coma and Convulsions 

It is well known that the coma does not depend upon the insulin 
dosage as there are many organic and mental factors at present 
not well understood upon which the coma depends. In our series 
of cases, we achieved coma in one of the patients with 15 units of 
insulin; in another patient 400 units did not produce coma, al- 
though the blood sugar level during the hypoglycemic state 
dropped to 20 mgms. In 23 of the cases, the insulin dosage could 
be decreased from 5 to 170 units and still achieve coma. It has 
heen our experience, however, that in most of the cases we had to 
increase the dosage in order to achieve coma. Some of the eases, 
after they had a certain series of comas, stopped going into coma 
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and further increase of insulin did not produce coma. We ob- 
served in one patient, in whom the first coma was achieved with 
55 units of insulin, that reduction of dosage to 35 units, still pro- 
duced coma. The patient, for no apparent reason, stopped going 
into coma. The dosage was then gradually increased and, although 
she received as much as 220 units of insulin, she did not go into 
coma again. Another patient, who went into coma the first time 
with 100 units of insulin, stopped going into coma and required 
continuous increase of insulin and when 175 units were reached, 
he went into coma but stopped going into coma and again required 
higher doses of insulin. Finally, even 320 units did not produce 
coma in this patient. In some cases, only one or two comas were 
achieved, regardless of the amount of insulin administered. We 
‘ame, therefore, to the conclusion that there are many unknown 
factors interplaying which produce coma. We further observed 
that in the first few days of the treatment, the patients developed 
good appetites and ate ravenously. However, with the increase of 
the insulin dosage, the appetite diminished and finally, when around 
200 or more units of insulin were given, a few patients developed 
pains in the abdomen, could not eat well and, after they ate, vom- 
ited their meals. It was, therefore, necessary to give them 10 to 
15 drops of 1-1000 solution of atropin. When they ate half an 
hour later, they still complained of pain and frequently vomited 
their meals, were restless for the remainder of the day and the 
next morning they objected to the treatment. For this reason we 
feel that, at least in our series of eases, it was better not to in- 
crease the insulin doses over 200 units. 

The writers could see no definite relationship between the dosage 
of insulin and the convulsive seizures. In our 75 eases, 39 of whom 
were males and 36 females, we observed convulsions in 6 females 
and in 17 males. Of these 6 females, 2 had 1 convulsive seizure, 
one had 2, 1 had 3, 2 had 4. In the male patients, 8 had 1 convul- 
sive seizure, 4 had 2, 2 had 5, 1 had 6,1 had 7,1 had 8. It is inter- 
esting to note that one of the male patients, who had two convul- 
sions, had his first one when he received 225 units of insulin and 
the second after the dosage was gradually decreased and while he 
was in the fourth phase of his treatment, when he received 30 units 
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of insulin. This latter seizure occurred one and one-half hours 
after the injection. Another patient, a female, had no seizures 
while receiving the shock dose of 75 units, yet experienced a con- 
vulsion when receiving 20 units. This occurred one and three- 
quarter hours after the insulin injection. The male patients usu- 
ally required higher insulin dosage in order to obtain coma and this 
may account for the fact that there were more convulsive seizures 
in males than in females. The convulsive seizures usually came on 
suddenly but on rare occasions the writers could predict that the 
patient would probably develop a convulsion on that day, as the 
patient was unusually restless and behaved differently during the 
hypoglycemic states than on the previous days of treatment. The 
convulsions came on suddenly, from an hour and 10 minutes to 
about four and one-half hours after the injection. One male pa- 
tient, who had four convulsions, had all of them shortly after the 
hypoglycemic states were interrupted by nasal tube feeding. In 
over 3,900 hypoglycemic states we observed 62 convulsive seizures 
in 23 patients. 

Of the 56 patients whose treatment has been completed, 4 females 
and 15 males had convulsions. Of these 4 females, one who had 4 
convulsions is much improved; one with 4 convulsions is improved 
and two with 2 and 3 convulsions, unimproved. Upon analysis of 
the convulsive seizures in the 15 male patients, we find that one 
male patient who had two convulsions is recovered; three patients 
with 1, five and eight convulsive seizures are much improved. Of 
eight patients who are improved, five had 1 convulsion, two had 2 
and one had 5. The three patients in this group who are unim- 
proved had seven, two and one convulsions, respectively. The 
writers did not see any immediate improvement after a convulsion 
and believe that, at least from their experience, there is no rela- 
tionship between the improvement of patients and the occurrence 
of convulsive seizures. 


Complications 
(a) Respiratory Complications. 


The authors observed several of the complications mentioned by 
Dr. Sakel in his writings. In our series of cases, we observed re- 
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spiratory complications quite frequently and in these patients we 
could not achieve deep coma with areflexia as the above mentioned 
complication necessitated early termination of the hypoglycemic 
states. 

The respiratory complications may be due to two types of fac- 
tors—local and central. During the hypoglycemic state almost all 
the secretions of the body are increased. Frequently the secre- 
tions in the bronchi are greatly increased and rales in the chest be- 
come audible. When this condition becomes extreme, the patient 
shows respiratory distress which can be combated only by interrup- 
tion of the hypoglycemic state. As the hypoglycemic state pro- 
gresses, we see in connection with other central irritations, a 
marked irritation of the respiratory center. Cheyne-Stokes breath- 
ing; inspiratory stridor; irregular, extremely rapid or extremely 
shallow and superficial breathing are quite common. All these re- 
spiratory complications necessitate the termination of the hypo- 
glycemic state. 

During the hypoglycemic period, it was observed that many of 
the patients salivated profusely and as the depth of coma in- 
creased, the danger of aspiration of saliva became greater. To 
combat this, such patients were usually placed on their side and the 
saliva gently expressed from the mouth by pressure on the cheeks. 
Elevation of the foot of the bed was sometimes helpful. In a few 
cases, aspiration was observed resulting in labored breathing as- 
sociated with cyanosis. This condition was usually overcome by 
lowering the patient’s head over the side of the bed and vigorously 
slapping the thoracic region of the spine. In only two cases was 
any serious complication observed following aspiration. One pa- 
tient, a female, vomited during the hypoglycemic period and de- 
veloped aspiration pneumonia which cleared up uneventfully. The 
second patient was a male, age 36, who had had 22 treatments and 
12 comas. On the twenty-second day of treatment the hypogly- 
cemic state was interrupted as usual by nasal tube feeding. Imme- 
diately after withdrawal of the tube, the patient vomited and ap- 
parently aspirated some of the sugar solution. He was immedi- 
ately given intravenous glucose (as is our practice in such compli- 
cations) and the hypoglycemic state terminated. He rallied but 
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on physical examination coarse, moist rales were audible over both 
sides of the chest. That evening he was found to have consolida- 
tion of the middle and lower lobes of the right lungs, a high tem- 
perature (103.6°) and the other symptoms and signs of pneumonia. 
The patient ran a typical course of lobar pneumonia with the crisis 
on the seventh day. Type I pneumococeus was found in the 
sputum. The disease was complicated by empyema. The patient 
expired on the seventh day during the crisis. Postmortem exam- 
ination was refused. A few of our patients, for no apparent rea- 
son, vomited during the hypoglycemic period. On several occasions 
it was necessary to terminate the hypoglycemia because of this 
complication. Recurrence was usually counteracted by adminis- 
tration of 15 to 20 drops of 1-1000 solution of atropin by mouth 
before the institution of treatment. It was observed that vomiting 
frequently occurred in those patients who were able to secure food 
in the morning before treatment. It can easily be seen that there 
is considerable hazard involved, as aspiration of vomitus ean read- 
ily cause pulmonary complications. On several occasions patients 
were observed to awake fully following interruption of hypogly- 
cemia and yet be unable to retain food. Administration of atropin 
by mouth or by hypodermic had little effect upon the vomiting. 
However, after a few hours rest in bed the vomiting subsided and 
the patient was able to take food. 

Three patients, one female and two males, developed pulmonary 
edema. Immediate administration of intravenous glucose allevi- 
ated the condition and they recovered without sequelae. 

Laryngeal spasm was observed in two male patients, in one 
when he had 45 and 40 units of insulin, respectively, and in an- 
other patient when he had 100 units of insulin. This condition was 
alleviated quite rapidly by adrenalin administered subcutaneously 
and termination of the hypoglycemic state with glucose intraven- 
ously. These patients were subsequently given larger doses of in- 
sulin, without recurrence of laryngeal spasm. 

(b) Neurological Complications. 

The most frequent neurological complication seen was a tem- 
porary facial paralysis. This occurred on five oceasions and was 
of short duration. In no case did it last longer than 20 minutes 
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and all disappeared soon after the termination of the hypogly- 
cemic state. It is felt by the authors that the appearance of a facial 
paralysis during treatment is an indication for interruption of the 
hypoglycemia. Two patients developed paralysis of extremities. 
One, a male, developed a paralysis of the right arm which disap- 
peared in 20 minutes and was accompanied by a motor aphasia 
which persisted for about an hour. The second case, a female, de- 
veloped a paralysis of the right arm and right leg which persisted 
for about three hours but it disappeared with no residual. The 
female patient who developed the paralysis of the right arm and 
leg, also on two other occasions, developed a motor and sensory 
aphasia which persisted for about an hour and a half but was not 
associated with any evidence of paralysis of any other part of the 
body. Three instances of diplopia were observed in two patients, 
both females. These patients complained of double vision after 
the interruption of the hypoglycemia. This symptom, however, 
disappeared after about 20 minutes. Another male patient de- 
veloped an aphasia for a period of about 48 hours. 

An anaphylactic reaction was observed in one female patient. 
This occurred on her twenty-third day of treatment, when she was 
receiving 85 units of insulin. It occurred about one hour follow- 
ing the intramuscular injection of insulin and was manifested as a 
diffuse urticarial eruption, not associated with constitutional symp- 
toms. In this case, adrenalin subcutaneously was administered and 
the hypoglycemic state interrupted. The rash disappeared fully 
an hour after the interruption of hypoglycemia. On the following 
day the patient was given a sensitivity test by intracutaneous injec- 
tion of well diluted insulin. No sensitivity was noted and increas- 
ing doses of insulin were administered until she had received her 
usual dose of 85 units. This patient, following this reaction, has 
received 25 injections of insulin with no recurrence of the urticarial 
reaction. It is noted that the same brand of insulin has been used 
throughout the treatment. 

On three occasions, delayed hypoglycemic reactions occurred 
after the patient had taken a full meal following the termination 
of hypoglycemia. All of these occurred about four hours after the 
hypoglycemic state was terminated and required intravenous in- 
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jection of glucose. One patient, who had not eaten well following 
termination of treatment, developed a convulsive seizure about 
four hours later and required intravenous glucose. Four other 
patients showed recurrence of hypoglycemic symptoms following 
the treatment, on days when they did not eat well. This was easily 
eombated by oral administration of sugar solution. These delayed 
reactions were usually observed in patients who received high 
doses of insulin or in patients who failed to eat sufficient carbohy- 
drate following the treatment. No serious after-effects were noted 
in these patients. It can be observed from this that the taking of 
sufficient carbohydrate after interruption of the hypoglycemic state 
is quite essential. Tube feeding to insure a sufficient carbohydrate 
intake may be required in certain cases. 

Five of our patients developed typical hunger rows with psycho- 
motor excitement during the hypoglycemia. These reactions were 
observed to occur usually in the first few days of the treatment 
when low doses of insulin were administered. The administration 
of food alleviated the excitement and terminated the condition. 
One of these patients developed this reaction on three occasions, 
the other four on two occasions. 

‘e) Injuries to the Tongue and Lips. 

The general muscular spasm occurring in the precomatose period 
was often associated with a spasm of the muscles of mastication. 
During this stage several of the patients received injuries of the 
tongue and lips as a result of inclusion of these parts between the 
teeth. Injury to the tongue was usually prevented by placing a 
heavy tongue depressor between the teeth. However, on some oc- 
‘asions this did not prevent the patient from biting his tongue. 
Three patients received rather severe lacerations of the tongue. 
One of them, a male patient, inflicted a series of deep lacerations at 
the anterior third of the tongue and for some time it was expected 
that part of the organ might be lost. However, following six days 
of rest the wound gradually healed and the treatment was resumed, 
In this individual the spasm of the muscles of mastication occurred 
so rapidly and was of such intensity that it was impossible to free 
the tongue from the teeth except by rapid termination of the hypo- 
glycemic state by administration of intravenous glucose. Two 
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other male patients also received rather severe, repeated lacera- 
tions of the tongue. However, the treatment was resumed after a 
few days of rest. In one of these cases it was necessary to reduce 
the dosage of insulin, following which no further injury of the 
tongue was noted. Several other patients received minor injuries 
of the tongue and lips. However, in none of these was it necessary 
to stop the treatment for any period of time. 

(d) Cardiovascular Complications. 

All 75 patients treated in this hospital were completely digital- 
ized at the beginning of the treatment as advocated by Dr. Sakel. 
Two of the patients treated were suffering from old mitral lesions 
but were well compensated. The remainder of the patients had 
no cardiac involvement that could be detected without electrocar- 
diograph studies. Cardiovascular complications were not fre- 
quently observed in this series of cases. Alteration of the pulse 
rate and pulse volume was occasionally seen. Most of the patients 
had a tachycardia during the hypoglycemic state; a few developed 
a definite bradycardia. However, in no case was it necessary to 
terminate the treatment because of this. One of the female pa- 
tients on several occasions developed such a feeble pulse that ter- 
mination of the hypoglycemic state was necessary. In several of 
the patients it was noted that, with the enfeeblement of the pulse, 
the veins of the forearm which were commonly used for intraven- 
ous work, filled poorly during coma. In a few of these cases, it was 
necessary to terminate the hypoglycemia before a deep coma was 
obtained as the authors felt that it would be too much of a hazard 
to allow the patient to go into a deep coma and not have good veins 
available for intravenous work. 

Ectopic systoles were occasionally noted. They usually appeared 
in the precomatose stage and on several occasions disappeared 
spontaneously but occasionally persisted long enough to require 
{termination of the hypoglycemia. In all cases, the termination of 
the hypoglycemia was followed by a return of the rhythm to nor- 
mal. In no case was any evidence of decompensation associated 
with the appearance of ectopic beats. A serious cardiovascular 
collapse was observed in only one case. This patient, a female 26 
years of age, weighing 89 pounds, presented evidence of disordered 
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action of the endocrine system, especially adrenal insufficiency. Her 
treatment was reluctantly undertaken and the insulin administered 
carefully with close observation of the patient’s physical condition. 
The patient had three deep comas with areflexia when the insulin 
dosage reached 60 units. On the ninth day of treatment, she went 
into a deep coma and showed evidence of cardiac embarrassment 
one-half hour after the onset of coma. The hypoglycemia was im- 
mediately terminated by administration of intravenous glucose. 
The heart action became increasingly more feeble following the ter- 
mination of treatment and the patient failed to regain conscious- 
ness in the usual time. Restorative measures were instituted, ad- 
renalin, caffeine, digalen, camphor-in-oil and coramin were ad- 
ministered with little immediate result. The patient became pulse- 
less, respiration ceased and artificial respiration was administered, 
After four and one-half hours of intensive treatment, the patient’s 
condition improved and consciousness was regained. Twenty-four 
hours later the patient had completely recovered from the cardiac 
collapse. For this reason this patient’s treatment was not con- 
tinued. Another female patient developed a definite auricular 
fibrillation on two occasions. This disappeared soon after termina- 
tion of the hypoglycemie state; it was not accompanied by evidence 
of decompensation. No serious after effects were noted. 
Results 

Of the 75 eases treated, in 56 the treatment has been completed 
and in the remaining 19 the treatment is continued. The results 
of the 56 cases whose treatment has been completed are shown in 
Table 1: 


TABLE 1 
Sex Recovered Much improved Improved Unimproved Total 
Male 1 11 8 9 29 
Female 1 10 1 15 27 
Total 2 21 9 24 56 


Of the 56 completed cases 32 (57 per cent) have shown a definite 
benefit. Of these 32 patients 24 (42.8 per cent of the completed 
cases) are on parole. Of these 24 patients one has been on parole 
7 months, three for 6 months and the rest between 5 months and 
several days. Included in this group is one patient who was pre- 
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viously paroled but had to be returned to the hospital. Treatment 
was resumed and he improved sufficiently to be paroled again. 

Not included in this group are five patients who were once pa- 
roled but who relapsed. They stayed out between three months 
and seven days. In four of these patients treatment was resumed. 
Three improved again but not sufficiently to allow parole. 

Table 2 illustrates the response to the treatment according to 
diagnosis. 

TABLE 2 


Diagnosis Recovered Muchimproved Improved Unimproved Total 
Dementia priecox, paranoid 1 13 6 13 33 
Dementia precox, hebephrenic 0 2 3 4 9 
Dementia prwcox, catatonic 1 5 1 7 14 

Total 2 20 10 24 56 


The duration of the psychosis in the patients who responded fa- 
vorably to the treatment varied between six months and 12 years. 
The average duration was over three years. 

The duration of the psychosis of the patients who did not re- 
spond to the treatment varied between four months and 10 years. 
The average duration was three and one-half years. 

It is interesting to note that in some of the cases, the results of 
this treatment surpassed our expectations. We treated a case of 
dementia precox, paranoid type, of nine years duration whose 
prognosis was absolutely hopeless. This patient was extremely de- 
lusional and hallucinated. His treatment was started because no 
other patients with permits were available. Several weeks after 
his treatment was started, the patient began to improve gradually 
and finally was paroled from the hospital. He immediately ad- 
justed well, at present he is a refrigerator salesman and has made 
an excellent adjustment. Tle has been out of the hospital six 
months. Another patient who has been sick for five and one-half 
years and whose prognosis was considered hopeless improved to 
the extent that she was paroled from the hospital. She has been 
out six months and is at present working as a stenographer. A 
third patient had been entirely inaccessible for a whole year. Ten 
days after this treatment was started, he became accessible, im- 
proved gradually but steadily and was paroled four months ago as 
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recovered. On the other hand, this treatment did not live up to our 
expectations. We had a woman of 28 years whose psychosis was 
of four months duration and the prognosis was regarded by every- 
body as fair. In spite of the fact that she had 54 treatments with 
31 deep comas with areflexia and three convulsions, the patient re- 
mained unimproved, In two other female patients whose psycho- 
ses were of more than a year and one-half duration the prognosis 
was considered fair. They had a productive psychosis and re- 
ceived sufficient treatment. One had 58 deep comas with areflexia 
and the other 26 but neither of them showed any improvement. The 
last three cases were of the dementia prwecox, paranoid type, which 
is supposedly more amenable to treatment. From our short ex- 
perience we could say that at present we have no definite criteria 
of prognosis. 

Summary and Conclusions 

1. Seventy-five patients have been treated with hypoglycemia 
at the Central Islip State Hospital. The treatment in 56 of these 
patients has been completed and the remainder are yet under treat- 
ment. 

2. A marked variation in the amount of insulin required to pro- 
duce comas was observed. One case obtained a deep coma after re- 
ceiving five units of insulin; another did not go into coma with 400 
units. 

3. The various complications observed during the treatment 
have been discussed. The authors feel that the most serious com- 
plication to hypoglycemic treatment is respiratory in nature; the 
danger from aspiration cannot be minimized. Two cases of pneu- 
monia following aspiration were reported; one of these cases had a 
fatal termination. One serious cardiac complication was observed 
in a patient already thus predisposed. Temporary facial and peri- 
pheral paralysis, aphasias and one anaphylactic reaction were ob- 
served, with no serious results. 

4. Injuries to the tongue and lips were observed with no seri- 
ous results. The authors feel that with close observation of the 
patients, the danger to life from this treatment is much less than 
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is generally believed by the members of the profession not closely 
associated with the treatment. 

>. A substantial gain in weight was observed in all patients un- 
dergoing this treatment, regardless of the degree of mental im- 
provement shown. 

6. Because of the lack of good material the results of treatment 
have not been as satisfactory as results reported by Dr. Sakel. Of 
the 56 completed cases, 32 (57 per cent) have shown a definite bene- 
fit by this type of treatment. Of these 32 patients, 24 (42.8 per 
cent of the completed cases) have improved sufficiently so that 
they have been allowed to leave the hospital and are now on parole. 
Five other cases not included in the improved group in this report 
were at one time sufficiently improved to allow parole but since 
that time have shown a recurrence of symptoms and have returned 
to the hospital. 

As the treatment has been in use for such a short period of time 
and such a limited number of patients has been observed, no 
definite conclusions as to the ultimate value of the treatment can 
be made by the authors. They feel that it will require several years 
of observation of treated cases and a careful correlation of results 
from many hospitals before a definite evaluation of hypoglycemic 
treatment can be made. However, they feel that a definite step 
forward has been made in psychiatry by application of this treat- 
ment, as this is the first time that a schizophrenic psychosis could 
be actively influenced in a short time and that the improvement is 
of much greater duration than in any previous type of therapy of 
dementia precox cases. The writers feel that this treatment should 
be continued. 


Part II 
Psychological Implications 
BY MARCUS SCHATNER, M. D. 

The literature concerning the psychological implications and ap- 
proach toward the patient treated with hypoglycemia is limited. 
The physician using this type of treatment is so greatly impressed 
by the physiological changes that he is likely to lose sight of the 
fact that insulin alone would not produce the beneficial results in 
the patient. The writer does not minimize the sedative effect and 
the rapid and deep physiological changes caused by the injection of 
insulin, which are very impressive. The stimulation of the para- 
sympathetic by injection of insulin and the attempts of the sympa- 
thetic to reestablish a balance in the autonomic nervous system are 
profound and produce rapid physiological changes. Likewise, the 
action of insulin upon the central nervous system, which ultimately 
produces a deep narcosis in the patient, is so kaleidoscopic and im- 
pressive that one is likely to attribute the improvement in the pa- 
tient to these short-lived organie changes. That insulin is not as 
specific as quinine or salvarsan is beyond any doubt. Dr. Sakel 
claimed no such specificity nor did he maintain that the organic 
changes alone produced by insulin cause remission in the patient; 
he uses a definite psychological approach without defining it. 

A number of physicians who treat dementia precox patients with 
hypoglycemia disclaim the use of any psychological] treatment and 
are convinced that the results obtained are solely due to the insulin. 
The records of our observations question the validity of their con- 
clusion. 

In this paper, the writer does not intend to diseuss in general the 
recovery or improvement in dementia precox but will limit the dis- 
cussion to three questions which seem to be of great importance. 

1. Is treatment by hypoglycemia an organic treatment, psycho- 
logical or both? 

2. What is the mechanism of the remission, and 

3. May we speak of a cure? 

To understand the psychological approach inherent in this 
method and how the latter produces psychological changes in the 
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patient, one has only to take into consideration the physician’s pro- 
eedure while examining the patient prior to treatment, his ap- 
proach while the patient is in hypoglycemia and after the same 
patient is taken out of the hypoglycemic state. The patient is ex- 
amined before the treatment is started and the physician becomes 
acquainted with him. He introduces himself, shakes hands with 
the patient, is extremely friendly and reassuring toward him, try- 
ing to gain his confidence. The physician does not go into the de- 
tails of the patient’s psychosis but tries to learn whether his psy- 
chosis is a productive one, his attitude toward it, whether he is 
pleased with his delusions and hallucinations or if these symptoms 
are annoying. At the close of the interview, the patient is told 
that he will be treated, assured that he will get well and be sent 
home. This method of approach has considerable effect even upon 
patients who are confused, inaccessible and seemingly out of con- 
tact with their surroundings. 
To illustrate this, I cite two patients: 
A young man of 20 years, of the dementia precox, catatonic 

type, had been confused, restless, impulsive and inaccessible for a 

whole year. After his reeovery from the eatatonie state, he 

claimed a great deal of amnesia for his behavior and the events of 

his psychosis. However, he spontaneously stated that he remem- 

bered the writer’s first talk with him and the order to transfer 

him to the insulin ward for treatment. Further, he remembered 

the first injection and the writer’s instructions to the nurse on the 

method of deep intramuscular injections of insulin. 

The second patient, a female of 24 years, had been in a eatatonie 


state for at least six months, was mute, inaccessible, resistive, an- 
tagonistie and kept her eyes closed most of the time. After her 
recovery she gave the following account ‘‘ . . . then one morning 


one of the nurses came up and said to hurry up and put a bath- 
robe on and come along with four or five of the other patients for 
treatment. I didn’t know what was going to happen but I was 
very much interested. Everything seemed so new to me, walking 
through the office on the first floor, greeting the nurses and being 
put to bed in the dormitory . . . The injection hurt but it puzzled 
me.”’ 


We see that, at least in some of the patients, something of great 
psychological significance occurs even before the injection of in- 
sulin. 

The patient is taken to the insulin ward, is put to bed and is in- 
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jected with insulin. The blinds are pulled down, the room is dark- 
ened, patient’s eyes are covered and he is told to rest. This in it- 
self has a very quieting effect on the patient. The writer observd 
many patients who were extremely disturbed and who had to be 
brought dressed in a camisole from the disturbed floor to the in- 
sulin ward. After the camisole was removed and they were told 
that they would be treated and get well, most of these patients be- 
came quiet and immediately dozed off before the injection was 
given. In the course of time the patient gradually goes into a deep 
coma, comparable to a profound narcosis. At first the most re- 
cently acquired phylogenetic and ontogenetic functions are lost and 
finally all higher centers of function are eliminated except the vege- 
tative centers, which also are disturbed during hypoglycemia. 

While the patient is under hypoglycemic treatment, extreme care 
is taken not to damage the patient nor to elicit antagonism. Every- 
one is instructed to be extremely polite to him. In fact the patient 
is handled like a delicate baby. He is pampered and as far as pos- 
sible his whims are granted. Quite frequently this assumes the 
proportion of bribing the patient. For instance, if he demands 
something, the physician will grant the request and, as the ocea- 
sion arises, will require something in return, such as good behavior, 
in eating his meals, in keeping himself clean, in dressing himself, 
in walking about the ward and in reading a newspaper. The pa- 
tient is aware of this, frequently taking advantage of it and oceca- 
sionally a situation develops where the patient does many things 
for the physician, demanding something in return. 

In the first few days of the treatment some of the patients may 
become extremely hungry. If the patient asks for something to 
eat, after he has been in hypoglycemia a certain time, it is usually 
granted. The physician has to be extremely cautious not to lose 
the confidence of the patient. In his course, Dr. Sakel talked about 
a ‘‘eonfidence crisis*’ indicating that if a patient loses confidence, 
he may never get well mentally. Similarly, when the patient be- 
comes excited due to hunger and creates a ‘‘hunger riot,’’ Dr. Sakel 
advises the immediate administration of food, otherwise this pa- 
tient may never show any mental improvement. When a patient 
occasionally refuses to come to the ward for the insulin injection, 
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he is allowed to have a rest that day. If a patient asks for some- 
thing from the physician, such as a newspaper, magazine, chocolate 
or candy and the latter promises to bring this to him the next day, 
he must fulfill his promise, otherwise a ‘‘confidence crisis’? may 
result. During the course of treatment, it occassionally happens 
that the patient improves and becomes extremely insistent about 
going home. On such occasions when the patient is really im- 
proved, his demand is granted and he is sent home, although he 
may not have had much treatment. Otherwise, the patient may re- 
lapse into his previous state. We see quite often that improvement 
of the patient depends neither upon the amount of insulin, the num- 
ber of deep comas nor convulsions alone but in addition upon psy- 
chological factors. The writer had the opportunity of observing 
several patients who improved before they were in the second 
phase of the treatment, that is, before they had a coma. They 
showed a certain amount of improvement and, although later they 
had comas, the improvement did not continue. Another patient im- 
proved after the second injection. The first injection consisted of 
15 units of insulin and on that day the patient would not talk to the 
writer. He was suspicious, disagreeable and, because of his dis- 
turbed behavior, he was kept on a disturbed floor. He refused to 
answer questions and when the writer approached him, buried his 
head in a pillow. However, on the second day, an hour after he re- 
ceived 25 units of insulin, he became pleasant, agreeable, asked the 
writer to place him on a quiet floor and allow him to go to the li- 
brary. Since the patient promised good behavior, this was granted 
and from the second day of his treatment, patient gave up his delu- 
sions, became pleasant, agreeable and took good care of himself. 
The treatment was continued and the patient put into deep coma 
but the writer was convinced that he could have been sent home 
after the second injection of insulin. 

When a stuporous patient responds only slightly or not at all to 
insulin, Dr. Sakel advises physical and psychic stimulation. The 
patient is poked in his ribs or abdomen and challenged to defend 
himself. The blankets are stripped off his bed and he is ordered 
to sit up or get out of bed and go to the diningroom to eat. When 
the patient is slow, he is encouraged to be faster. However, this 
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is done in a good-natured fashion, so that the patient gets the im- 
pression that the physician has only the patient’s welfare at 
heart. The patient should neither be undertreated nor overtreated, 
as both may cause a relapse. His treatment should be stopped ‘‘at 
the right psychological moment,’’? which depends entirely upon the 
judgment of the physician. When this moment is reached, Dr. 
Sakel advises, in some of the cases, to discharge the patient with- 
out putting him into the fourth or polarization phase. In his mono- 
graph (Neue Behandlung der Schizophrenie; Vienna, 1935) Dr. 
Sakel, on page 107, talks about hysterical reactions o®eurring in 
some of the patients at the beginning of the reconvalescence. ‘‘ Re- 
actions, which in one ease for a short period of time, presented the 
picture of a hysterical psychosis. One psychotherapeutie session 
was necessary to eliminate this condition which lasted several 
hours. In several other patients, I succeeded in eliminating this 
condition in one short hypnotic session.”’ 

From the above we see clearly that a definite psychological ap- 
proach is used toward these patients. When we treat patients who 
are sick with syphilis, diphtheria or malaria, we never use such ap- 
proach because no psychology could influence these diseases. We 
inject salvarsan, antitoxin, or prescribe quinine and this alone 
brings about the recovery of the patient. If insulin were as spe- 
cific, we would inject a certain amount of it and wait for the re- 
covery to take place after a certain period of time had elapsed. 
In dementia prexcox patients treated with hypoglycemia the remis- 
sion does not depend upon the total amount of insulin injected, 
neither on the number of comas nor convulsions but rather on a 
combination of factors in which the psychological ones play the 
dominant part. 

Those physicians who disclaim the use of any psychological 
treatment merely ignore the relationships involved. It cannot be 
too strongly emphasized that every event during the treatment, in- 
eluding the injection of insulin and anything the physician does, 
says or omits, has a psychological significance and influence on the 
patient. 

The second point under consideration is the mechanism of the 
remission. To understand this mechanism, one has to take into 











24 SOME OBSERVATIONS IN THE TREATMENT OF DEMENTIA PRECOX 


consideration the following: By putting a patient into the hypo- 
glycemic state, he is made helpless and extremely dependent upon 
the physician. He knows that the physician and the nurses are 
watching him constantly and would not allow any mishaps. When 
he is hungry, the physician orders the nurse to give him food. 
When he complains of headaches, he gets some medicine. He sees 
and feels that the physician and nurses watch over him as over a 
baby. The writer is convinced that during the hypoglycemic treat- 
ment, an emotional relationship, which is essentially a transfer- 
ence, develops between most of the patients and the physicians. 
The physician may not be aware of it but the patient surely feels 
it. This transference develops frequently even in patients who 
prior to treatment were extremely disagreeable and refused to talk 
to the physician or to shake hands with him. To illustrate the trans- 
ference, the writer mentions several points of behavior frequently 
observed in these patients. When the physician approaches the 
patient and shakes hands with lim, it frequently happens that the 
patient will hold the hand of the physician with both his hands for 
a long time. When the physician puts his hand on the patient’s 
forehead or strokes his hair, the latter will frequently put his hands 
over the hand of the physician and try to prolong this situation. 
Such expressions as, ‘‘ Doctor, I have a whole world of confidence 


in you... I believe in you. . . Youare my only doctor . . . You 
are a very kind doctor . . . I will do anything you say . . . You 
saved my life . . . If you say so, I believe you . . . You are very 
kind and good to me . . . If you are here I always feel well . . . I 


never saw a doctor who was so conscientious,’’ are a daily occur- 
rence. On numerous occasions, while the patient is in hypogly- 
cemia or after he is taken out and awakes, he will grab the physi- 
cian’s hand and kiss it or demand to be kissed. Many more in- 


stances could be cited. In some cases, this transference becomes a 
deterrent to the complete recovery of the patient but in most of the 
eases the transference alone is responsible for the improvement. 
However, the transference is not handled in the same manner as 
transferences during psychoanalytic treatment, in which, as the pa- 
tient develops a transference with resultant behavior, the duty of 
the analyst is to enlighten the patient regarding this behavior and 
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the meaning of it. In this way the transference is solved. In a 
dementia precox patient treated with insulin, the physician does 
something diametrically opposite. Ile deliberately prolongs and 
deeps the transference in order to influence, suggest, persuade, en- 
courage or reassure the patient to insure his improvement. If a 
patient complains of delusions of persecution or auditory hallucina- 
tions or makes some somatic complaints, the physician advises the 
patient that he was imagining things, that he was sick, that he had 
‘brain fever’? or that he had a bad dream. For instanee, when 
the patient complains of his brother or father who supposedly per- 
secute him, the physician will tell the patient that he knows his 
brother and father, that he talked to them and he is aware that 
they are fond of the patient, and that they are interested in his 
welfare. The physician will suggest that patient misinterpreted 
their intentions. Quite frequently, when the patient is bothered by 
hallucinations, the physican will tell him, ‘‘Forget about it, it is 
only imagination. You will overcome it. Nobody is talking about 
you, you had a bad dream. Sleep a little, rest and you will be all 
right,’’ and so forth. 

The injection of insulin makes the patient sick both physically 
and mentally. Food is taken away from the patient, his life is 
threatened and he becomes a helpless and dependent baby. The 
patient recollects that when he was a helpless child, his mother used 
to take care of him. She gave him food, watched over him and 
was solicitous that nothing wrong should happen to him, Further, 
he recollects that when he was disobedient, his mother punished 
him but at the same time she was good to him and took good care 
of him. He received love and security from her but he had to obey 
and give something to his mother in return, such as good behavior, 
obedience, cleanliness, et cetera. <A similar situation is created 
during the hypoglycemic treatment. The patient is mentally sick, 
his behavior is irrational; this ‘‘displeases’’ the physician and, 
therefore, the patient is treated with injections of insulin which 
make him quite sick. In this extremely miserable condition he 
seeks help from anyone who can give it. Who ean give help to a 
sick person, if not the physician who is constantly on the ward, near 
the patient and watches over him as over a sick child? He is 
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again in need of a solicitous, tender; loving mother. The physician, 
whether he realizes it or not, is at present the person who assumes 
that attitude toward the patient which patient’s mother did when 
he was a helpless child. The patient in his present condition be- 
stows the love which he once had for his mother, upon the physi- 
cian. This is nothing else but a mother transference. The insulin 
shock treatment, therefore, serves to bring about such a trans- 
ference. 

A female catatonic patient of 33 years, who has been mute, ex- 
tremely negativistic, resistive and inaccessible for at least three 
years, became extremely hungry on the third day of her treat- 
ment. She demanded something to eat and the writer gave her a 
sugar solution to drink and stroked her hair, encouraged and told 
her that she was improving. The patient looked bewildered and 
eonfused and asked the writer whether he was her grandmother. 
The anamnesis and later the interview, proved that patient lost 
her mother at the age of two years and that she was brought up by 
her grandmother and lived with her until she reached the age of 
18 years. 

When the mother transference is established, most of the pa- 
tients become accessible to suggestion, persuasion and encourage- 
ment and the physician makes use of this emotional state. The pa- 
tient in return demands from the physician things which he used to 
demand from his mother and he quite frequently expresses this in 
different ways. He continues to behave like a child and, when he 
does not get what he wants from the physician or when the physi- 
cian does something which displeases the patient, he relapses. This 
is one of the reasons for which we occasionally see patients who 
though one day are much improved, relapse the next day. Like- 
wise, we see patients who are much improved for quite a period of 
time and who, for no apparent reason, relapse. In quite a few of 
the patients if was observed that on the day they went on parole, 
they became somewhat depressed; this only expressed their emo- 
tional state when confronted with the fact of parting from the phy- 
sician, to whom they had made a transference. 

Hypoglycemia plus this type of psychotherapy produces real im- 
provement in many patients, which is readily understandable. 
However, the writer is of the opinion that this type of treatment 
cannot eliminate a patient’s basie difficulties or produce a cure. 
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The patient improves or recovers from his schizophrenic attack 
just as a manic-depressive improves or recovers from his manic 
attack. In both instances, however, the basic difficulties, organie or 
psychological, remain unchanged. This remission is comparable 
to a spontaneous remission. However, with hypoglycemia, the re- 
mission is achieved by active therapy in a short period of time. 
The disease process is not eliminated but the patient, with the aid 
of the physician, suppresses his psychotic trend. Some of the pa- 
tients actually make a conscious effort to achieve the suppression. 
Others conceal their trend by dissimulation and it becomes a pri- 
vate matter which ceases to interfere with their environment. This 
is also one of the conscious methods of adjustment. It is not even 
necessary for the physician to suggest to the patient, as the patient 
himself knows what the physician expects of him. He knows that 
the physician does not like his trend and behavior. Therefore, to 
please him, the patient who formed a transference toward the phy- 
sician will either suddenly or gradually give up his trend and start 
to behave in a fashion which he thinks may please the physician. 
This may account for Dr. Sakel’s advice not to go deeply into the 
patient’s psychosis, not to stir it up nor remind him about his pre- 
vious psychotic behavior. Only when the patient himself spon- 
taneously brings the material to the physician, will he listen but 
never enter deeply into the mechanisms nor point out to the patient 
the cause of his psychotic behavior. Dr. Sakel compares the psy- 
chosis to a sewer which should not be stirred up. The physician, 
therefore, rarely talks to the patient about his psychosis and does 
not encourage him to talk about it either. He tells him to forget 
about it and to bury it as deeply as possible. We see that after a 
patient receives this type of treatment he emerges with a remission 
which is comparable to several layers of veneer. The writer is of 
the opinion that the physician has only to scratch a little below the 
surface, that is, to discuss with the patient in detail his previous 
psychosis and behavior and the patient will have a relapse. 

It is obvious that we cannot discuss the accomplishment of a 
cure, because following the patient’s release from the hospital with 
a remission, he may return soon with his previous symptoms. Some 
of the patients are unable to return to their former environment as 
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it produces the same psychological difficulties. The duration of 
patient’s remission will depend upon many environmental and psy- 
chic factors, on his ability to make some kind of adjustment to real- 
ity, upon the transference he made toward the physician, and upon 
the duration of the transference. Many precox patients are in- 
eapable of making a transference; others frequently make only 
short-lived transferences or transferences which serve only their 
psychotic purposes. The physician will serve as a superego or ego- 
ideal for the patient, who will endeavor to please the physician by 
staying outside the hospital, engaging in some occupation and mak- 
ing a good adjustment just as normal people endeavor to please 
their parents, teachers and people whom they took as their ego- 
ideal and incorporated in their superego. 

Our experience proved that this type of treatment is not a cure, 
as patients who were paroled with a remakable remission, returned 
to the hospital with the same symptoms and difficulties they had 
prior to treatment. In our series of cases, five patients came back 
with the same psychological difficulties which they had prior to 
the treatment. Two had been regarded as recovered, two as much 
improved and one improved. The two recovered patients had ex- 
eellent psychiatric insight. They spontaneously and intelligently 
discussed their previous psychotic behavior and showed an excel- 
lent emotional response. ‘To all purposes they appeared recovered 
and no trace of a schizoid personality could be seen in theim. How- 
ever, one returned to the hospital after two months parole and the 
other after three months parole, with the same psychotic symptoms 
which they had prior to treatment. 


Summary and Conclusions 

1. This paper was not intended to be a general discussion of the 
recovery or improvement in dementia precox. It was limited to 
the discussion of the remissions caused by insulin shock therapy. 

2. Three questions of great importance were discussed : 

(a) Is treatment by hypoglycemia an organic treatment, psy- 
chological or both? 

(b) What is the mechanism of the remission and 

(c) May we speak of a cure? 
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3. The psychological approach toward these patients was de- 
scribed and its significance discussed. The insulin shock therapy is 
psychological treatment, although it produces short-lived, organic 
changes. 

4. The injection of insulin reduces the patient to a helpless baby 
which predisposes him to a mother transference. 

5. After the transference is achieved, the physician makes use 
of it by influencing, suggesting, encouraging and reassuring the 
patient. 

6. The disease process is not eliminated and the remission is 
achieved by suppression of the psychotic trend. The patient effects 
a mother transference to the physician with or without the latter’s 
efforts. 

7. In view of the above it is difficult to accept the opinion that 
insulin shock therapy brings about a cure. However, the results 
are very encouraging and are obtained by active therapy in a short 
time. 

8. This form of therapy supersedes all previous methods used 
in the treatment of dementia precox and is regarded at present as 
the method of choice. 

DISCUSSION 

Dr. BELLINGER: Commissioner Parsons, Ladies and Gentlemen: I was 
asked to speak for five minutes so I have not prepared a formal paper, but 
will make a few remarks relative to the insulin treatment here. 

In October, 1936, with the assistance of Dr. Parsons, we were able to 
send Dr. Terrence, three nurses and a medical stenographer to Bellevue 
Hospital for a period of seven weeks, for the purpose of observing ihe treat- 
ment of dementia precox with hypoglycemia. As the results obtained were 
encouraging, treatment at this hospital was first begun on January 19, 1937, 
with a small group of patients. I directed that for the first group we should 
take patients whose outlook was not very favorable. I was under the im- 
pression that a considerable number of these would not recover. However, 
several of the group showed remarkable improvement. About this time 
this treatment occupied much space in the daily papers and we began to 
be beseiged with requests from relatives and friends of the patients for 
this form of treatment. As time went on we gradually inereased the size 
of the group. However, in June the demands became so numerous that 
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we took over the fourth floor in building 10, making some minor changes 
to enable us to accommodate 30 male and 30 female patients, a total of 60, 
which number we have had under treatment since June 20. 

This treatment requires considerable time on the part of the physicians. 
Dr. Terrence is in charge of the group, assisted by three other physicians. 
We have six graduate nurses and six attendants during the day who de- 
vote their entire forenoon to the group. However, in the afternoon some 
of them frequently assist on the other wards of the building. 

When we first began the treatment of these cases we allowed them con- 
siderable exercise. After they had improved sufficiently they were permitted 
to go home for weekends and at times members of the family were allowed 
to take them out in the afternoon. During the first few weeks we had some 
difficulty with patients who developed symptoms of eardiae failure, char- 
acterized by auricular fibrillations, extra systoles, et cetera, which necessi- 
tated the immediate termination of the shock state and rest periods of two 
or three days. The fact that these same patients could be again treated 
without apparent eardiae embarrassment led me to believe that something 
had oceurred which had reduced the amount of glycogen in the heart muscle 
and that in all probability the patients had been subjected to too much ex- 
ercise. We were desirous of having some extensive blood chemistry exam- 
inations made on these patients, but owing to the volume of work in our 
laboratory incidental to the large admission rate and rapid turn-over of 
patients here, I did not feel I could ask Dr. Derby to undertake to do this 
work. However, I was fortunate in being able to interest a group of re- 
search men connected with Kings County Hospital, who offered to make 
studies for us, which they did. We found that the blood sugar level at 
which the patients developed shock varied in individual eases. One of our 
patients invariably went into shock when the blood sugar fell below 70, 
while the lowest rate was 24. On an average, the patients developed shock 
when the blood sugar receded to a level slightly below 50. 

In treating the patients we administer insulin about 7 a. m. and terminate 
shock between 11:30 and 12:30, following which patients have a bath and 
their noonday meal. The afternoon is taken up with the occupational 
therapy class, the instructor going to the ward, after which the patients are 
permitted a moderate amount of exercise, including short walks provided 
the weather is not too warm. The remainder of the time is spent with read- 
ing and games. The groups are kept intact and not permitted to return 
to their respective wards. No patients are allowed to visit their homes dur- 
ing the course of treatment. Care is taken to see to it that each patient 
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partakes of a sufficient amount of nourishment at the noon and evening 
meals. If they refuse to eat they are tube-fed. 

We feel that it is highly essential to maintain the carbohydrate reserve 
in these cases and not to permit a patient to use up the amount of glyeogen 
which is normally held in reserve; in other words, we believe that it is 
highly important for the patient to have recovered from the effects of the 
shock of one day before receiving insulin on the following morning. Since 
following this plan we have no longer been troubled with the signs of car- 
diae collapse which we heretofore encountered ; likewise, we have not had 
any eases of prolonged shock such as has been described by other observers. 
I attribute the lack of cardiac symptoms in our patients and the failure by 
them to develop protracted shock, to the fact that their carbohydrate re- 
serve has been maintained. As to the number of convulsions, we have had 
very few. We have not observed any relationship between blood sugar find- 
ings and convulsions. At no time have we felt that convulsions had any 
influence upon recovery. For a time we terminated our eases with glucose 
given intravenously or by mouth. More recently, however, we have not 
administered glucose by mouth but have used instead a mixture of 900 e.e. 
of water, 100 ¢.c. of molasses and 6 oz. of cane sugar, giving each patient 
200 ¢.c. by mouth. With this mixture our results have been fully as satis- 
factory as with the glucose and the cost is not as great. We administer 
glucose intravenously to the cases which need to be terminated suddenly, 
and use for this a 33 1/3 per cent solution which we prepare at this hospital. 
In giving intravenous glucose we do not administer more than 15 to 25 e.e., 
for if the patient is in a convulsion, he or she will be aroused within two or 
three minutes sufficiently to drink fluids from a glass. 

We very much prefer to have our patients absorb the carbohydrates 
through the alimentary tract. We have found that the administration of a 
considerable quantity of glucose solution intravenously is, in many in- 
stances, followed by mild chills, muscle pains and headache, which may be 
more or less protracted and which is due, no doubt, to cerebral dehydra- 
tion. By administering only a small amount of glucose intravenously all 
of these symptoms are prevented. Some days we do not give any glucose 
intravenously to our group of 60 patients, on other days it becomes neces- 
sary to treat two or three cases in this manner. 

As to untoward effects: Since July 1 only 15 convulsive seizures have oc- 
curred in 60 patients treated daily. Generally speaking, patients have all 
done well with the exception of three. Two of our eases developed what 
appeared to be pneumonia which necessitated stopping the treatment until 
such time as they recovered. The third case is that of a boy who is in bed 
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at the present time and has not received insulin for the past month. Prior 
to coming here he had had two or three attacks of pneumonia. One day 
about one and one-half hours after the termination of his shock and after 
his noonday meal, he suffered a chill following which he developed what was 
apparently lobar pneumonia involving the lower lobe of the left lung. He 
was given very active treatment, which included the administration of pneu- 
monia antibodies and the giving of oxygen. About the time the lower left 
lobe started to resolve, the right side began to be involved and in a short 
time the whole right lung showed consolidation. He was very ill, later de- 
veloped empyema on the left side which required drainage. At the present 
time he is not running a temperature and I believe he is out of danger. 
This, if in any way the result of hypoglycemic treatment, was the most se- 
rious untoward reaction we have had up to the present time. In this con- 
nection I might say we have had no eases which terminated fatally. 

Treatment has been completed in 84 eases—49 male and 35 female. 
Thirty-two males and 24 females—a total of 56, or 66.6 per cent, have left 
the hospital on parole. Of the 13 men remaining in the hospital, 7 have 
shown improvement; 6 are regarded as unimproved. Eight of the 15 fe- 
male patients still in the hospital have shown some improvement; 7 are ap- 
parently unimproved. Twenty of the 32 men on parole are regularly em- 
ployed; one is earning $50 per week. Two young boys are planning to 
return to school. Several of the female patients are employed. We con- 
sidered 20 male and 18 female patients as recovered. All of these patients 
we felt were free from psychotic symptoms and had exeellent insight into 
their condition. The much improved group, of which there were 8 male 
and 4 female, were apparently free from their psychotic symptoms, but 
their insight was not completed. The six in the improved group, 4 male and 
2 female—no longer suffered from delusions or hallucinations, but their 
insight remained defective. 

The average duration of mental illness in those reeorded as recovered was 
13 months prior to admission, in the much improved group 16.7 months and 
in the improved group, 26 months. Of those remaining in the hospital and 
regarded as improved, the average duration of illness was 34 months; those 
unimproved after treatment, 45 months. Two patients were returned from 
parole and are now numbered among the 60 receiving treatment. One, a 
male catatonic, returned after a parole period of one month and 16 days; 
the other, a woman, who showed paranoid symptoms, returned two and one- 
half months after parole. In both eases the families were very anxious to 
have the patients paroled. In the ease of the male patient, the father, who 
was somewhat alcoholic, entered into an altercation with the patient. The 
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home situation in this ease is bad and we will not again parole him to the 
custody of his father. As to the female patient, she suffered a relapse, the 
eause of which we were unable to ascertain. Both patients are now under 
treatment and both are much better than at the time they returned to the 
hospital. 

Several of our patients have been on parole since February and are do- 
ing well. Many of the patients remaining in the hospital were problem 
eases prior to treatment in that they were actively disturbed, violent and 
in some instances, mute and inaceessible. A large percentage of these cases 
have shown material improvement as to conduct and are no longer diffieult 
to eare for. The physical condition of all of the patients has improved 
during treatment. 

As to the psychological approach, I am not sure that I have an explana- 
tion for what actually takes place in these eases. I see many of these pa- 
fients apparently recover. I have observed eases of dementia precox for 
more than a quarter of a century and have seen some improve and appar- 
ently recover, but good insight was not the rule. I have seen many cases 
of dementia precox become seriously ill and require active medical and 
nursing care and attention. In some instances following their recovery 
there was a material improvement in their conduct in general but in each 
instance they were still cases of schizophrenia, indifferent, preoceupied, hal- 
lueinated and delusional. I am not satisfied that the psychoanalytie ap- 
proach in these cases is the proper one. I have a feeling that some biochem- 
ical changes take place. Following treatment these patients look different, 
they gain in weight and their whole expression and makeup in many in- 
stances seems to be entirely different. We have had several eases in which 
a more or less persistent skin condition from which the patient suffered has 
cleared up entirely during treatment. I believe that there must be some 
change in metabolism in these cases which we do not fully understand. It 
may be that the general endocrine balance undergoes some changes as a 
result of this treatment. I cannot conceive that the giving of active nursing 
care and treatment and the so-called return to the infantile setting is suffi- 
cient to explain the change which comes over these patients. 

As to the cost of treatment, I have heard very little about it. Naturally 
it makes a difference how many patients are under treatment: the greater 
the number the less the cost will be. Within the last two weeks I have gone 
into this matter with some eare and I find that with our present unit of 60 
patients it costs about $34.80 to treat a patient for a period of 50 days, over 
and above what it would cost to maintain him in the hospital without the 
insulin treatment. We found that buying the insulin as we do it costs on an 
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average of 19.6 cents per day per patient. These patients receive a greater 
food allowance, including an additional pint of milk a day and on warm 
days we have served them with lemonade in the afternoon, so that the extra 
food would cost about 4 cents per day. We require four graduate nurses 
and four attendants in addition to the regular quota to care for the group 
of 60 patients. Computing their salary and maintenance, this would 
amount to a net average of $22 for each patient during a 50-day period. 
I have also added $1 per patient to cover the cost of any special medication 
which might be required by the group during a 50-day period. This would 
make a total of $34.80, or an average of 69.6 cents per day over and above 
the regular maintenance rate. 

Dr. RossMAN: I do not think I have very much to add to Dr. Bellinger’s 
statement except to enlarge on his comments in regard to psychological as- 
pects of the insulin treatment. It is true that patients receiving the Sakel 
treatment are given individual attenion but they are not pampered. As a 
matter of fact those patients who have coma doses are not very well able 
to profit psychologically by all the added attention. They are for several 
hours either in coma or in a stuporous state. After the treatment is over 
they are not handled any differently from other patients with the exception 
of watching for secondary reactions. When one has seen a patient in deep 
hypoglycemia, when the whole organism including the vital centers is so 
affected as to imperil the life of the patient, one hardly entertains the 
thought that the improvement in the mental picture is purely or chiefly 
psychological. 

If, as Dr. Schatner states, remissions are due to the psychological ef- 
fects of the treatment then it should be very important to question the pa- 
tient thoroughly about his symptoms and to diseuss his illness with him 
since the hypoglycemic state makes him more amenable to psychological 
factors. As a matter of fact Dr. Sakel never intended that all patients 
receiving his treatment be released from the hospital without a thorough 
investigation into their mental status. He merely warned against bringing 
to the surface material that would aggravate the mental condition of the 
patient who had not completely recovered from his illness or who had been 
ill so long as to make any deep probing dangerous. This is good psychiatric 
judgment. On the other hand those patients who seem to have recovered 
and who ean be benefited by frequent psychotherapeutie talks should and 
do receive examinations to determine their mental condition and the degree 
of insight. The question as to whether the patient is completely recovered 
is no different in the Sakel treatment than in other methods. This can be 
answered only by following the patient’s condition over a long period of 
time. 
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Dr. O’Neil in discussing complications did not mention one that we en- 
eountered. We have found that there are times when the patient does not 
respond to even intravenous glucose administrations but remains in coma 
for hours or even days. We have three cases who were in a comatose state 
for three days. For a long time following this they showed a typical or- 
ganic mental picture of confusion, delirium; later, impairment in memory, 
disorientation and fatigability. The interesting and important feature of 
this ‘‘complication’’ is that after they have recovered from the physical 
effects they are entirely free from mental symptoms. One of these pa- 
tients had had only eight treatments and he has now been home for about 
four months apparntly recovered after an illness of above five years dura- 
tion. We believe that these eases show the importance of deep coma in 
nearly all of our chronie eases, a point which Dr. Sakel has emphasized so 
much. Obviously such a patient will be helped little or not at all by light 
coma. 

Results of the hypoglycemic treatment reported in the usual way as re- 
covered, much improved, ete., do not give very much information for 
comparing results. We have, therefore, tabulated our results in accordance 
with the duration of the psychosis. Beeause of the fact that there is often 
so much difficulty in deciding whether a patient is recovered or only much 
improved and since this is considered at the present time more of an aea- 
demie point, we have grouped together those patients who are either appar- 
ently recovered or much improved; in other words those patients who are 
free from symptoms and are able to return to their place in society. In this 
way the effects of the hypoglycemic treatment ean be learned and the figures 
also have some prognostic value. On the basis of 58 completed male cases 
we have found that patients were either recovered or much improved in 70 
per cent of those with a duration of two years and under; 40 per cent with 
a duration of two to six years and 16 per cent with a duration of over six 
years. Sixteen per cent of all the cases treated showed no improvement. 

Dr. GAvLOcHER: I do not want to seem lacking in enthusiasm about the 
insulin therapy of dementia prwcox, but the use of the term dementia pre- 
cox without qualification irks me. It leave;the impression that dementia 
precox is a clinical entity, one case as much like another as cans of to- 
matoes on the A. and P. shelf. We also hear the expression ‘‘an early ease 
of dementia praeox.’’ T cannot see how a case can be dated unless one con- 
siders the fulminating symptoms as the onset of the disease—a view not 
generally held. Incidentally, these ‘‘aeute eases’’ show a relatively good 
prognosis without special treatment. To go a step further I am of the opin- 
ion that two distinct schizophrenic groups should be recognized : one repre- 
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sents a reaction type of psychosis with precox symptoms but good prog- 
nosis, while the other comprises the malignant cases going on to deteriora- 
tion. Furthermore, it is often difficult to distinguish the relatively benign 
eases of schizophrenia from the malignant ones. Ilence difficulty in evalu- 
ating results of treatment. Be that as it may, there can be no doubt about 
the effectiveness of insulin therapy in schizophrenia generally. In those 
eases regarded as having a good prognosis, untreated, the insulin therapy 
euts short the duration—an extremely important point—in the economie 
and social aspects of mental disease. 

I may mention in passing that we at Harlem Valley State Hospital have 
treated several cases of manic-depressive psychoses and several psychoneu- 
rotics. The results were very gratifying. One, a woman who had been in 
the manic phase for 16 months continuously recovered completely after 16 
injections of insulin. Her mental improvement was accompanied by a 
marked gain in weight—an interesting observation frequently seen. I was 
impressed by the heightened degree of suggestibility of the neuroties as they 
came out of hypoglycemic coma. 

As for the multitude of happenings observed in insulin therapy, careful 
records should be kept. Perhaps, there may be a significant correlation be- 
tween the vegetative, neurological and psychological variations. I have 
made a chart facilitating the recording of observations by using the 
‘*eheck’’ method. 

I do not agree with the statement that convulsions oceurring during hypo- 
glycemia have no appreciable effect therapeutically. In some of our pa- 
tients, convulsions seem to have had a beneficial effect. A female patient, 
aged 42, was a striking example. Although her symptoms were predom- 
inately schizophrenic, there were also some maniec-like symptoms. She has 
been psyehotie for nine vears. She was treated with insulin but after the 
tenth injection an alarming anaphylactie reaction occurred. Insulin from 
the pancreas of a different animal was tried but she again showed anaphy- 
laxis. We then started the patient on ‘‘metrazol’’ and after the second 
convulsion a striking improvement took place. Her habits became clean, 
hostility and assaultiveness disappeared, and her speech previously a word- 
salad became coherent. Even the patient recognized the improvement in 
herself. Of course, the convulsions in this ease were produced by ‘‘metra- 
zol’’ but those produced by insulin may have the same effect. 

We have treated 65 female eases of dementia precox to date. Four of 
these cases were not typically precox although most of their symptoms fell 
in that category. Of the 65. we have paroled 28. Of the 28, 5 have re- 
turned from parole. At the time of parole, we regarded 9 as apparently re- 
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covered; 18 as much improved and 1 improved. We still have 37 in the 
hospital; 10 are regarded as much improved, 11 improved and 16 unim- 
proved. Of those 10, 4 will be able to leave the hospital in a very short 
time. 

In conclusion, I feel that an open-minded, expectant attitude should be 
adopted in regard to insulin therapy rather than the assertion of dogmatic 
opinions as to whether improvement is brought about through psychological 
or physiological happenings. 

Dr. NoLAn D. C. Lewis: It has now been a year since we started the in- 
sulin treatment in this country but as vet we have very little information 
of a positive nature to discuss in addition to what we had in the beginning. 
We are collecting a great many facts and observations but the time period 
is not yet long enough for our facts to be condensed sufficiently in places so 
that we ean be definite in expressing the ideas that they may convey. We 
are certain of one thing and that is that we have never seen any form of 
treatment which offered as much hope as the insulin therapy as applied to 
dementia precox. A great many shifts and changes in the celinieal picture 
are brought about and whether one endorses these changes as improvements 
or recoveries, or whatever name is applied, certainly there are interesting re- 
missions many of which have the appearance of complete recovery. And 
these remissions are in excess of the usual 20 to 25 per cent of spontaneous 
recoveries which we have always had to take into consideration since the 
time it was pointed out by Kraepelin many years ago. We get 20 to 25 per 
eent spontaneous recoveries in the acute cases and therefore we must re- 
member that when we are considering statistics on acute eases, we must de- 
duct the figures for spontaneous recoveries at the time we announce the 
final percentage of remissions or recoveries from any line of treatment. 
Scientifically we are probably not justified in referring to these remissions 
as recoveries, although they may actually be so. I make this remark in view 
of the fact that we do not know as vet the cause of the disorder known as 
dementia prxeox and therefore how are we to know that the individual has 
recovered from anything other than the surface expression of his symptoms. 
The individual appears to recover, returns to his work and some definite 
change oceurs which allows him to at least compensate in some way for his 
handicaps, but we are certainly not able to determine whether or not the 
individual is still predisposed to the disorder and will break down again 
in the environment associated with his original difficulties. 

In time we should be able to accrue some definite information regarding 
this point, as many individuals, following the insulin therapy, have been 
discharged into their usual, outside environments where the practical test 
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of readjustment takes place. Any relapses occurring under these condi- 
tions will be well worth studying in detail. Many so-called recovered pa- 
tients may be able to get along for many months or years in an environment 
where their difficulties are taken into consideration and where they may be 
relieved from some of the stresses of life. 

I agree with the previous speakers that dementia praeox is a heterogene- 
ous group of disorders; that we are probably dealing with a large variety 
of processes, that the insulin approach may aid us in differentiating the 
types. As far as the effect of insulin goes and as to whether there is some 
definite physical reason for the remissions on the one hand or psychological 
effects on the other, we are unable to determine at the present state of our 
factual knowledge. At the present one should be able to take either side 
and defend it intelligently in an argument, inasmuch as we do not know 
the actual effect of insulin in these eases. For instance, what are the 
changes in the mineral salts of the body? What is the actual effect of in- 
sulin on the brain structure and function? How much do we know of the 
oxygenation, changes in the tissues and the possible changes in the endocrine 
system? In other words, we are largely unaware of what types of physical 
changes are actually taking place. From the standpoint of psychology, 
everything that has happened so far ean be explained on the basis of psy- 
chological shock, suggestions, infantile mechanisms, death and rebirth, et 
cetera. In the meantime, various groups are studying and experimenting 
on all of these matters just mentioned so that we may have the hope of a 
more thorough understanding of the whole matter in the near future. I ex- 
pect that within another year’s time we shall have a more complete story to 
tell and to discuss. The insulin experiment as in other types of therapy 
where psychological conditions are involved, is rather complex, as not only 
the insulin itself but the physician, the psychological situation and the com- 
plexities of the patient, are all part of the experiment itself. 

Dr. RicHarp H. Hurcuines: I have been interested in what T have 
heard this morning but I have been impressed by the evident lack of infor- 
mation we have in regard to this remedy. We are treading a preearious 
way in the dark, lacking, as we do, a full understanding of our employment 
of insulin for psychiatrie treatment. We have no satisfactory understand- 
ing of what happens within the patient’s body when we administer this 
remedy in the doses recommended. I should like to urge that thorough 
study be given to the factors which may be investigated and those which 
may be observed and noted at the bedside. These observations should be 
made when the patients are undergoing treatment and follow-up work is 
needed for there have been reported relapses, the causes of which you are 
not agreed upon. 
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As to the question whether the influence exerted by insulin is physical 
or psychological, I will venture the opinion that both enter into it. Some 
of you have expressed the opinion that the effect of insulin in clearing 
away schizophrenic symptoms is purely physical and its action is on the 
brain cells. We have also heard that the influence is predominately psy- 
chological. One speaker remarked that a patient who had returned home 
relapsed beeause his father did not understand the proper management of 
the boy, creating difficulties for him. If that is a true explanation of the 
relapse and I have no reason to doubt it, the effect of insulin could not 
have been purely organic for an emotional situation has brought about a 
relapse. For my own part, I am satisfied that there are psychological ele- 
ments in this treatment, but at the same time I do not deny the possibility 
of insulin affecting the metabolism of the body in some way that helps in 
the recovery of some but not of all. 

It is evident that we have reached a point where special studies should 
be made which will throw light upon the recoveries and also upon the re- 
lapses. I have much hope that in each hospital where this treatment is go- 
ing on, notes and laboratory tests will be made concerning the physiological 
changes which take place. Equally important will be social service investi- 
gations of the homes and of the situation which the patient was called upon 
to face when he returned there. 

The discussion here today has clearly indicated that the next development 
will be along the line of studies of the patient’s personality and environ- 
ment as well as of chemistry and physiology which may throw some light 
upon what it is that effects a cure and what it is that maintains or de- 
stroys it when the patient is no longer in the hospital. 

The PsycHiatTric QUARTERLY will weleome papers upon this general sub- 
ject based, as they should be, upon well-studied cases. 

Dr. OswaLp Boutz: In an informal discussion of the results of the in- 
sulin therapy with representatives of the various State hospitals, one gets 
quite a diversity of opinion, and to be sure at this early stage it is very 
difficult to formulate any definite view as to the ultimate value of Sakel’s 
method. The important thing, as I sce it, is that this therapy has diverted 
our attention from the therapeutic impotency of psychoanalytic theory and 
approach, as far as schizophrenia is concerned, and that it will make an im- 
portant contribution toward helping us to look at the disorder from a more 
general, constitutional point of view in which the mental symptoms of 
schizophrenia are only a fraction of the disorder actually present. My criti- 
cism of the method is that it is not sufficiently individualistic; that it has a 
tendency to be a ‘‘rule of thumb’’ therapy. Better results could undoubt- 
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edly be obtained with a more individualized kind of treatment if one could 
be developed. It is my experience that, therapeutically at least, there are 
different varieties of schizophrenia other than the four types described in 
the textbooks and that such classification is probably too artificial. That 
might account for the different therapeutic reactions to insulin therapy. 
We have been taught to treat patients as a whole and individually. I do 
not think we always do that. I believe it most important that we endeavor 
to earry out this principle and not just talk about it. 

Personally I am very sympathetie toward the Sakel method. I do be- 
lieve, however, that it is only a beginning in the treatment of schizophrenia 
and, while it is undoubtedly a step in the right direction, other methods for 
treating this complex disorder even more effectively will be developed in 
the future. 

Dr. JAMES O’DoONNELL: On considering the treatment of schizophrenia 
with insulin, a question arises as to the efficacy of the psychologic approach. 
As first I was quite sold on this method. However, one must consider that in 
some hospitals patients who are receiving this treatment are kept together 
on a ward devoted to this treatment only and have individual nursing 
eare; in other hospitals they do not have such but are returned each day, 
following treatment, to different wards where they mix with patients not 
receiving treatment, and very similar results are obtained. One wonders 
whether the psychological approach has anything to do with it or whether 
there is not some chemical process set up in the body that brings about the 
improvement. An article by Dunean Whitehead, M. D., in the last issue of 
the PsycHIATRIC QUARTERLY points out that 50 per cent of the schiz- 
ophrenies in this group, with duration of six months or under, were re- 
leased without insulin treatment. 

In looking over the records of schizophrenic patients discharged from 
Rockland State Hospital during the past fiseal year, I found the total num- 
ber to be 233. The duration of illness before admission to the hospital of 
186 was under two years. The greater number of those discharged were in 
the catatonic and paranoid groups. 

It is in these same types that results are obtained with insulin. Equally 
as good results are now being claimed with camphor treatment. It there- 
fore seems that some reaction is set up in the individual causing him to 
respond much more rapidly than under the usual forms of treatment. 1 
think that before we can properly evaluate the efficacy of insulin treatment 
we should first determine the duration of illness prior to admission, the 
duration of illness in the hospital and the types and number of each dis- 
charged from State hospitals from year to year, then compare them with a 
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similar group of insulin-treated cases. We should not quibble about re- 
covery but should compare those that are able to adjust outside of the hos- 
pital. At the present time, it seems to me that all we can say is that insulin 
speeds up the process of recovery. 

The Cuair: The papers are still before you. Dr. O’Neill, will you close 
the discussion ? 

Dr. Francis J. O’NemLL: We received a wealth of information concern- 
ing the results which have been obtained by other hospitals. I am very glad 
to find there is so much discussion. 

The Cuamr: Does Dr. Schatner care to speak? 

Dr. Marcus ScHatNER: I have not much to add to the things I spoke 
about in the paper but I want to point out one fact that Dr. Hutchings 
brought up, and that is, what causes the patient to relapse. 

We had a female patient, who made a remarkable recovery and we sent 
her home. She came back with the identical symptoms which brought her 
to the hospital the first time. Her father has been in a State hospital 14 
years; her two grandfathers were also insane. The mother lives on Long 
Island and has a boarder who is an old man. The symptoms which brought 
the patient to the hospital on her first admission were these: At night she 
went to this man’s room and demanded cigarettes and a light. He gave 
them to her, and then she accused the man of assaulting her. When she 
went on parole the man was still living there as a boarder. After six weeks 
parole she was returned to the hospital because of reeurrence of the same 
symptoms. At 2 o’clock in the morning she went to the boarder’s room and 
demanded cigarettes and then accused him of assaulting her. This illus- 
trates, as I pointed out in the paper, that some patients cannot go back to 
the previous environment, as the same environment causes the same psycho- 
logieal difficulty. 

Th Cua: Dr. Bellinger, have you any comments to make? 

Dr. CLARENCE H. BeLLINGER: I have very little to say in closing. I 
cannot help but feel that the treatment of dementia precox with insulin is 
decidedly worthwhile. I think it is a step in the right direction and that 
we are obtaining very encouraging results with it. 
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The symptoms found in patients with organic brain lesions 
are often considered as isolated disturbances in performances. 
Goldstein and Gelb* have shown that many of these varied phe- 
nomena can be brought together as the expression of one general 
functional change produced by the pathological condition. The 
symptoms can best be understood as the result of a change in the 
whole behavior of the individual rather than a defect in isolated 
‘‘capacities.’’ The change in the patients observed was character- 
ized by the authors as an impairment of the capacity for ‘‘abstract 
behavior.’’ The patients tend to react in a more ‘‘concrete’’ man- 
ner. From this viewpoint, the normal adult is capable of respond- 
ing either in an abstract or a concrete way. 

In the abstract attitude we are not directed toward an individual 
object but toward a category of which that object represents it- 
self only as an accidental example and representative of that cate- 
gory. In the conerete attitude the action is directly determined 
by momentary sense impressions. This concrete attitude is more 
realistic. We are directed rather toward the conerete thing in 
its particular uniqueness. (p. 304°.) 

The patients with organic lesions are more concrete because of 
the impairment of their abstract behavior. The words ‘‘abstract”’ 
and ‘‘conerete’’ are used in the sense defined above and refer to 
characteristic and definite attitudes and behavior. 

Goldstein and Gelb came to these conclusions by methods of in- 
vestigation which are especially adaptable for studying the changes 
of the total personality, or the attitudes corresponding to these 
changes. These investigations were carried out mainly by the use 
of various sorting tests. Recently the results of these tests were 
confirmed by Goldstein through their application to more cases of 
organic brain disease. At the same time he supplemented the 

*The authors are indebted to Dr. Carney Landis of the New York Psychiatric Institute for his 
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earlier methods by the addition of other tests, i. e., Kohs Block 
Test, Feature-Profile Performance Test, the Stanford Revision of 
the Binet Test, ete. The latter tests were adjusted for the pur- 
pose of investigating the subject's attitude in performance and 
proved to be also very useful in demonstrating the characteristic 
changes in the patients. 

‘Inasmuch as the methods employed with such organic cases have 
been productive in the study of personality changes, it was thought 
profitable to apply the same procedures to schizophrenic patients. 
This application has been suggested by the Russian psychiatrist, 
Vigotsky.® Following the line of investigation of Goldstein and 
Gelb, Vigotsky used a different type of sorting test and concluded 
that the mental change in schizophrenia was very similar to that 
found by Goldstein and Gelb in cases of organic brain disease. 
These results were also confirmed by the investigations of Hanf- 
mann and Kasanin® during the past year. 

The tests used by Goldstein and Gelb differ from the Vigotsky 
test in being simpler and more adaptable to various situations. For 
this reason they were employed in the present study. The great 
advantage in using these tests was that they had been used by 
Goldstein and Gelb for many years on a large number of patients, 
so that there was good insight into the structure of the tests and 
the various methods by which the tasks presented could be earried 
out by the patients. Such knowledge is extremely essential in un- 
derstanding the patient’s performances; without this information 
there is the danger of misinterpreting the way in which the subject 
carried out the test and of being deceived by the patient’s appar- 
ently suecessful performance.’ 


I. DerscrIPrion OF THE TESTS 
A. Color Sorting Test 
The woolen skeins of the Holmgren test for color efficiency were 


placed before the subject in a random heap and the following pro- 
cedures were carried out. 


1. The subject was asked to select all the red skeins and put 
them together, i. e., all the various shades of red. 











44 A STUDY OF THE IMPAIRMENT OF ‘‘ ABSTRACT BEHAVIOR’’ 


2. The examiner picked out one skein, for example, a dark red, 
and the subject was asked to choose skeins of the same or of similar 
color, selecting all which seemed to him to belong together. 

Goldstein and Gelb have pointed out that there are two different 
approaches to this problem in normal adults.” A normal person 
with good color efficiency usually selects a great number of differ- 
ent shades of the same basic quality. For example, different reds 
are selected without regard to the intensity, purity, brightness, ete., 
of the single shade. The subject’s attention is directed to the 
basic color quality, and he chooses all the skeins which he recog- 
nizes as belonging to the given basic color quality, even though he 
sees that these skeins differ in certain other attributes. 

We do so because we mean that they belong together in respect 
to the basie quality. The several shades are to us only examples 
of this quality. We treat the skeins not as things as they are 
given, but as representatives of the basie quality. For the moment 
we ignore all but the specifie character requested. We inhibit or 
disregard all other attributes which may enter attentive conscious- 
ness. We are able to do this since we can abstract and hold fast 
the direction of procedure once initiated. 

There is another approach, however, open to the normal person. 
When we start with one particular skein and pass it over the heap, 
passively surrendering ourselves to the impressions emerging as we 
do so, then one or two things will take place: if skeins resembling 
our sample in all attributes are present, all these immediately 
cohere in a unitary sensory experience. If, however, they do not 
match our sample in all respects, but only in some, we shall ex- 
perience between the two kinds of approach, namely, in the first, 
a definite ordering principle determines our action; in the other, 
there is no such principle and our action is passively determined by 
the outer impressions. (p. 304.*) 

Goldstein and Gelb point out that these two kinds of behavior 
are an expression of man’s twofold attitude to the world in gen- 
eral, the abstract and concrete attitude, as has been mentioned be- 
fore. The normal] adult is capable of either type of behavior or 
attitude. It depends upon his personality and the particular situa- 
tion whether he tends toward one or the other. However, if he 
ordinarily might have a tendency to take the concrete attitude, he 
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is capable of taking the other attitude, when the situation necessi- 
tates such an attitude. He is able to shift from one type of attitude 
to the other voluntarily. As Goldstein has explained, voluntary 
shifting presupposes the capacity for the abstract attitude.’ 

B. Color-form Sorting Test 

In this test, cardboard figures that varied in form and eolor were 
placed before the subject and he was asked to put together those 
that belonged together. The materials were modeled after those 
used by Weigl’® in his study of cases of cerebral lesions. There 
were 12 cardboard figures of three different forms; squares, tri- 
angles, and circles. Each of these forms appeared in four colors, 
red, yellow, blue and green. They could thus be sorted either on 
the basis of form or color. The subject was told to put together 
those that belonged together. After one sorting had been carried 
out, the subject was then asked to do it in another or a different 
way in order to determine whether he was able to shift his attitude 
from one aspect to another in the situation. 

Weigl found that normal adults were able to sort either on the 
basis of form or color with little difference in difficulty, and were 
able to state the basis of these sortings. After sorting them in one 
way they were able to shift their attention from one attribute to 
another and to sort the figure in a different way, when asked to 
do so. 

C. Object Sorting Test 

A modification of the object sorting test used by Weigl with 
organic cases was administered. A group of miscellaneous ob- 
jects was placed before the subject. He was asked to look over the 
objects to be sure he recognized what they were. He was then 
asked to select one object and after this was carried out he was then 
told to place with the object ‘‘all that belonged with it.’’ The ma- 
terials were chosen so that many different types of classification 
were possible. The group consisted of a bicycle bell, a lock with 
keys attached, smoking materials, toy smoking materials, eating 
utensils, a toy hammer, large screw-driver and pliers, toy serew- 
driver and pliers, a red circle, a yellow circle, two lumps of sugar, 
two corks, two nails, two matches, a matchbox, a nail embedded in 
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wood, and a rubber ball. They could be classified as to color, form, 
use, double occurrence, and material. After one series was com- 
pleted according to the subject’s report, another object was se- 
lected by the examiner and the same instructions given as before. 
After a number of such series were made, the objects of a particu- 
lar category were grouped by the examiner and the subject was 
asked to state whether or not these objects belonged together. If 
he responded that they did belong together, he was asked why. 

Weigl’® reported from observation of performance on this test 
that normal adults behaved in two ways. One type of behavior was 
the isolation of pairs of objects into very concrete groups. The 
other type of reaction produced large groups indicative of a cate- 
gorical Einstellung on the part of the subject. Normal adults 
showed greater lability of attitude than the organic cases when 
asked to arrange the objects in a different way than they had been 
arranged previously. The patients with organic lesions concen- 
trated more on the practical use of the objects and arranged them 
on the basis of common use in a concrete situation rather than on 
the basis of broader categories. Further, they had the greatest 
difficulty in shifting from one type of grouping to another. (Cf. E. 
Rothmann, p. 16°.) 


\D. Kohs Block’ Test (with the modification made by Goldstein*) 

The Kohs Block Test is a performance test in which the subject 
is given a design and is asked to reproduce it with a specified num- 
her of blocks (four or more). The test was designed by Kohs to 
determine mental age level on the basis of number of errors and 
total time. The standardized procedure was varied to suit the 
needs of the present problem. 

Observation of the way in which normal adults proceed indicated 
that either of two different approaches to solution may be taken. 
The subject may be intent upon reproducing the ‘‘figure’’ that is 
present in the design or may pay little attention to the figure and 
proceed by dividing the design into parts, as it is composed by 
blocks, and placing them block by block to form the design. The 
normal adult may be first impressed by the figure and may start 
with an attempt to reproduce the figure. However, he will very 


*To be published in detail at a later date. 
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soon recognize that it is impossible to solve the problem in this 
way, and will then proceed by the dividing method. Only then can 
he succeed. However, this procedure demands an abstract attitude 
and organic patients are not able to do so because of the impair- 
ment of their abstract attitude.| For demonstrating the relation- 
ship of this deficiency and their failure in performance the test was 
modified in a way which was based upon experiences with organic 
patients. These observations showed that the difficulty in perform- 
ance arises mainly from the following factors: 

1. Difference in size. The figure in the original design is much 
smaller than the blocks by which it is to be built up (one-fourth the 
size). Therefore, when the patient was unable to proceed with the 
original design, a design was presented which corresponded in size 
to the design made up of blocks. 

2. Incapacity to make the divisions by himself which are neces- 
sary for solving the figure. Therefore, the figure was divided by 
lines and either the smaller or the larger design was used. 

3. Sometimes this division in the design did not bring a success. 
In such cases the patient was not confronted with the design but 
with a model made up of blocks. 

The observation of organic patients showed that the problem in- 
volves varying grades of difficulty which arise from the different 
grades of abstraction necessary to perform the individual task. 
These different tasks suggest a scale for testing the extent of the 
impairment of the abstract capacity of a patient. This is shown by 
the fact that all organic patients who were able to perform success- 
fully under the first types of presentation of the figures were al- 
ways successful on the latter types. No subjects failing some of 
the later stages were successful under the earlier forms of presen- 
tation. The presentation of the test to our schizophrenic patients 
was as follows: 

First, the standard card design from Kohs blocks was presented. 
If the subject was not able to solve the problem, the card was re- 
moved and the blocks reshuffled. The same design was again pre- 
sented but the size of the design corresponded exactly to that of 
the correct block reproduction, whereas previously it was one- 
fourth the size of the block model. If the subject was still unsue- 
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cessful, the third presentation consisted of the design ‘‘broken 
down’’ into units by black lines which delineated the boundaries of 
each block. The fourth stage consisted in demonstration by the 
experimenter of the correct solution, pointing out how the black 
lines might be used to determine the placement. This demonstra- 
tion was immediately followed by the subject’s attempt to repro- 
duce the design. The final stage consisted in giving the subject a 
block model and asking him to reproduce this. In this task there 
is no discrepancy in any attributes between the model and the sub- 
ject’s blocks. By presenting these stages one after another it was 
possible to determine the particular elements in the situation re- 
sponsible for the subject’s failure. 

K. Feature Profile Test 

This test is part of the Pintner-Paterson Performance Scale," but 
the presentation in this investigation was adjusted to the present 
problem. In the standard procedure it is scored only on the basis 
of time. In the present procedure all errors were recorded and the 
amount of assistance varied according to the subject’s perform- 
ance. By analyzing the moves made by the subject and the point at 
which success occurred in each case it was possible to evaluate the 
elements producing the subject’s failure. 

The test consists in putting parts together to form the picture 
of a man’s head. In order to assemble it correctly, it is necessary 
to pay attention to both the shape of the parts and to the lines 
which form the details of the picture appearing on them. Thus, in 
placing the four pieces together to form the ear, as is required for 
a correct solution, the subject must be able to work in terms of two 
aspects of the situation or to shift voluntarily back and forth from 
one to the other. This demands a shifting of attitude, a capacity 
which, as mentioned before, is lost if the abstract attitude is im- 
paired. According to the norms given for this test,’ a child with 
the mental age of 10 years is able to complete it successfully in five 
minutes without help.\ 


Il. Swussects 


The subjects tested in the investigation were all hospitalized 
eases of schizophrenia at the New York Psychiatrie Institute and 
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Rockland State Hospital. Of the 16 cases studied, 11 were diag- 
nosed hebephrenie type, three paranoid type, and two catatonic 
type. All but the three paranoid patients were considered by the 
psychiatrists in charge to show evidence of ‘*deterioration.’’ The 
duration of hospitalization varied from six months to 20 years. All 
subjects were between 20 and 40 years of age. These patients were 
tested individually on at least two and in some eases four differ- 
ent occasions. The average amount of time spent with each patient 
was between three and four hours. All patients were of average 
intelligence on the basis of educational and voeational achieve- 
ments. They all had normal color vision according to the Ishihara 
Test for color blindness. 
Ilf. Resvurs 

The protocols of the examination of a single case will first be 
considered along with some explanation of these observations. 

Case A: Patient was a man 36 years of age, who had been hos- 
pitalized for two years. He graduated from high school without 
difficulty and was very successful in the management of a chain of 
stores. Although he was too disturbed to obtain a valid rating of 
intelligence on the Stanford-Binet, he was considered of at least 
average intelligence. Neurological examination was negative. Pa- 
tient had auditory and visual hallucinations and showed fairly well 
systematized delusions. The diagnosis was paranoid dementia 
precox. 
A. Color Sorting Test 

When asked to select all the red skeins and place them together 
the patient selected three skeins of a bright, well-saturated red and 
then stopped as if the task were completed. When asked if these 
were the only red ones, the patient said ‘‘ Yes.’’ A lighter red was 
then selected by the experimenter with the question as to whether 
it could not also be included. The patient said, ‘‘ Yes, if you were 
knitting and needed another ecolor.’? When urged again to select 
all that belonged with the skeins already chosen, the patient held 
one of the skeins of the heap of colors and finally selected a skein 
that was closely similar in shade but slightly lighter. He then 
placed the first skein on the table and held the second skein over 
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the heap, selecting a skein that resembled this one closely. By this 
method the patient selected five more skeins of lighter and lighter 
tint. When asked if they all belonged together the patient denied 
it. To the question ‘‘Couldn’t they all be called red?’’ he responded, 
‘“No, these two are red, this one is pink, this one is maroon.’’ The 
patient was then asked to select all the reds again, but this time the 
skeins were immediately concealed as soon as selected. The pa- 
tient then said, ‘‘ Without comparison? I think I would have to com- 
pare. I would have to hold one in my hand and look for the 
others.’’ The patient was unable to repeat under this new proced- 
ure the series made previously. 

When asked to put all the greens together the patient picked up 
one green sample and said ‘‘I’ve seen grass this color.’’ He then 
selected other shades of green saving, ‘‘This is the color of the 
grass in Virginia, this is the color of the grass in Kentucky,’’ ete. 
He then placed a brown skein with a green skein and said, ‘‘ This is 
the color of the bark of the tree and this is the color of the leaves.”’ 

The selection of skeins by this patient was made with great care 
and meticulousness and he paid close attention to each skein ex- 
amined. 

lThe behavior of the subject brings out the following points: 

1. To the word ‘‘red”’ he selects only a few skeins. The word 
for him applied only to a certain shade of red and did not stand 
for a general category of red. 

2. When a group of samples which the normal adult would call 
different shades of red were presented, the patient did not believe 
they could all be called red but that some were red, others maroon, 
ete. 

3. When urged to select all those belonging with particular red 
samples the patient formed a pseudo-series of brightness. He 
brought together pairs that gave approximately equivalent sensory 
impressions and in this way built up what appeared to be a series 
of reds. The fact that he proceeded in this way was established by 
his being unable to carry out this procedure if the first skein was 
removed from his sight after it was selected sc that he could not 
make these pair comparisons. After the pseudo-series (Cf. Gold- 
stein and Gelb,‘ and Vigotsky’) had been built up, he did not be- 
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lieve that they all belonged together or that they might be called 
‘‘red.’’ 

4. When asked to select the green skeins, the patient proceeded 
in a very concrete way. He could consider the shades only as col- 
ors of definite objects. Ile did not sort as to the category ‘‘green”’ 
but chose the colors by taking every shade as an individual thing. 
B. Color-Form Sorting Test 

The 12 cardboard figures were placed before the subject and he 
was asked to put those together that belonged together. The pa- 
tient proceeded to sort them on the basis of form. After this sort- 
ing was completed, the patient was asked to sort them in another or 
different way. He proceeded to build a symmetrical design with 
the figures, forming a large pyramid. The figures were then re- 
shuffled and the instructions repeated. The patient again sorted 
on the basis of form. The examiner then demonstrated the sort- 
ing according to color. When asked why they belonged this way, 
the patient said, ‘‘ Because of their color.’’ When asked why he 
had not done it in this way, he said, ‘‘Oh, I thought you wanted 
for the shape.’’ The figures were then reshuffled and the patient 
asked to sort them. He again sorted on the basis of form. When 
asked to sort them the way the examiner had sorted them, he pro- 
ceeded to sort for color. Two conclusions may be drawn from this 
performance: 

1. There was a preference for form. 

2. There was a difficulty in shifting from one aspect of the situ- 
ation to another voluntarily. 

The patient had no difficulty in grasping what was meant by the 
instruction to put those together that belonged together. His per- 
formance showed that he could sort for either color or form under 
particular conditions. He seemed unable, however, to shift from 
one type of sorting to the other when instructed to do so. 

C. Object Sorting Test 

The various objects were placed before the subject and he was 
asked to select any one he liked. He chose the large pliers. (What 
belongs with these?) The patient selected the toy hammer, toy 
pliers, toy secrew-driver, lock, and nails. When asked why they 
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belonged together, he said, ‘‘Can use all these to pull a nail out 
and then open a lock maybe.’’ This patient was then given a spoon 
and was asked what belonged with it. He selected first the fork 
and knife and carefully set them in the correct relative positions 
for setting a table. He then picked up a lump of sugar, saying: 
**Can use the sugar if we have coffee,’’ and finally a cigarette, say- 
ing, ‘‘Can smoke a cigarette after the coffee.’’ To the question 
of why they belonged together he said, ‘‘ All for eating.’’ The pa- 
tient was handed a cigar, and he proceeded to pick up a single 
match and then the matchbox. He stated, ‘‘If it’s a good cigar, 
would only need one match, if not, use the whole box.’’ When 
asked if the cigarette could not also be included, he said, ‘‘ No, 
those that smoke a cigar won’t want a cigarette.’’ A rubber ball 
was then presented and the patient said, ‘‘Can play ball with or 
without a glove. Nothing that’s here belongs with the ball because 
there isn’t a glove.”’ 

The second part of this test consisted in placing a particular 
group of objects before the patient and asking him why they be- 
longed together. A group of toys was first presented containing 
toy eating utensils, toy tools, chocolate cigars, et cetera. (Why do 
these all belong together?) ‘‘If working and feel like eating then 
could eat the chocolate. The bell is something to play with, and the 
ball is something to play with.’’ (Couldn’t we say they are all 
toys, or something to play with?) ‘‘No, if you had to take a small 
serew out of a chair and tried for 15 or 20 minutes and needed a 
screw-driver of this size, it wouldn’t be something to play with.’’ 
A red eardboard circle, a red ball, and a red serew-driver were 
placed together. (Why do these belong together?) ‘‘This is for 
work (screw-driver), this is for play (ball), this is a marker, a sort 
of target (circle).’’ (Could we say that they are all red?) ‘* Well, 
all red, maroon, light red or dark red.’’ A large group of metal 
objects were placed together and the question again repeated. 
‘* Alike in the way of being used for something. Can use the lock to 
show people that you are not in. Ring the bell for warning. Could 
hang a coat on a nail if it were on a wall.’’ (Could we say they 
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are all metal?) ‘‘ Well, have some metal on them, but they are not 
all metal.’’ 

The patient’s performance on this test brings out the following 
points. 

1. The patient was primarily concerned with the practical use 
of the objects. He brought them together in terms of concrete sit- 
uations, sorting them in terms of their use in a particular situation. 
‘or example, when given the ball, he had the impression that a 
baseball glove belonged with it, and inasmuch as the glove was not 
present, he said that nothing belonged with it. He identified the 
ball in a particular ‘‘frame of reference’? and did not respond to 
common attributes of the ball and other objects that were present 
(similarity in form, color, et cetera), but which had nothing to do 
with the concrete use of the ball. The properties of form, color, 
and so forth, are not related to use together in a concrete situation. 

2. When the objects were placed by the examiner in groups 
which might be obvious to the normal person, the patient was not 
able to state why they belonged together. For example, he could 
not accept different toys as a group of toys, but took each thing 
as a single object with which something conerete could be done. 
In the same way, he could not understand that we can form a 
group of objects based on their similarity of color. In this case 
he could only consider the objects in terms of their concrete use. 
The same performance was evidenced with objects of similar mate- 
rial (metal). He understood what ‘‘metal’’ means but he eould 
not consider objects as belonging together because they were all 
metal. That they were all metal could not be considered a basis 
of using them together. The fact that they were of the same ma- 
terial does not mean anything for the use of the objects. He was 
not able to group certain objects on the basis of any single prop- 
erty (metal, color, et cetera), because these properties are not re- 
lated to use together in a concrete situation. Such a performance 
would require the abstract attitude and the patient lacked this ca- 
pacity. 
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D. Kohs Block Test* 
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Figure 1—Sample I 

















When Sample I of the Kohs Block Test was presented, the pa- 
tient first placed only one block and was apparently satisfied with 
his performance. He was then told that he must use all four blocks. 
He proceeded to place one on top of the other. When it was ex- 
plained that this was not correct, he placed the four blocks in the 
following position. 
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Later he brought the blocks together in the correct relative po- 
sitions. 
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Figure 2—Sample II 

















The patient turned all four blocks to the red-white side. Then 
he turned the blocks again to find a red-yellow side, which, of 
course, was impossible to find. When the large card containing di- 
vided lines was presented he placed the blocks in the following 
positions: 


*In the diagram of the Kohs Block designs, R—red, B—blue, Y—Yellow, W—white. 
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When the block model was presented, he copied it immediately 
without difficulty. 











Figure 3—Card 1 


The patient turned the blocks continually from side to side, ap- 
parently trying to find a side made up of red and blue. This pro- 
cedure was unsuccessful. When the block model was presented, the 
correct solution occurred within a short time. 
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Figure 4—Card 2 

















The patient immediately placed the two blocks together forming 
a yellow triangle (such as occurs in the lower part of Figure 4). 
He was then unable to proceed. He turned these two blocks to- 
gether, placing in several different positions. After many errors 
he finally placed the two red blocks correctly. 
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Figure 5—Card 3 
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The patient placed two blocks together forming a blue triangle, 


but was unable to proceed further. He continued to rotate these 


two blocks in random fashion, without success. When the lined 
model was presented, he was able to complete the design success- 


fully. 














Figure 6—Card 4 


The patient failed to solve the puzzle when the original card 
model was presented. When the large model and the lined models 
were given he also failed. His final performance when the lined 
model was given showed certain similarities to the correct design, 


as may be seen. 
XY 
Duy 


When the block model was given the patient was able to copy it 
successfully. Immediately following this success, the original card 


and the lined card were again presented, but the patient still failed 
to reproduce these successfully. 
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Figure 7—Card 5 


The patient turned the blocks over and over again, apparently 


looking for a side containing a red stripe. He was then unable 
to proceed. The larger design was presented in which the card 


model and block reproduction are of the same size. He was still 
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unsuccessful and failed also with the design containing lines to 
outline the individual blocks. He was able to copy a block model 
with little difficulty. When the card design was again presented 
he still failed to complete it successfully. 


In other designs that were presented, but which are not here in- 
cluded, he showed that he was always able to copy a block model 
and, on certain designs, he was able to copy the card design which 
is lined to show the boundaries of each block. He was unable to 
work from the small, original designs. 

The performance of this patient indicated that his particular dif- 
ficulty was related to the inability to proceed block by block in 
copying the design. Instead of proceeding in this way he at- 
tempted to reproduce those parts of the design which represent 
(also for normal individuals) some familiar configuration, such as 
an arrow, a triangle, a blue square, and others. Apparently these 
figures impressed him especially. Naturally, he could not succeed 
by trying to copy them with the given blocks. It is possible to re- 
produce these figures only if they are divided. There are no sin- 
gle blocks corresponding to a triangle or an arrow. The patient 
could not divide these figures into parts corresponding to the 
blocks. The normal individual may first be impressed by these fig- 
ures, but he will readily see that he can succeed only by dividing 
them into blocks. This division requires an abstraction from the 
sense impression, which the patient was unable to do. He also 
had great difficulty in copying a design when there was a discrep- 
ancy in size between the model and block reproduction. This be- 
havior was determined very exactly by the way in which the model 
was experienced by him. If that experience did not correspond 
closely to the blocks, he failed. This is because copying was pos- 
sible for him, only by proceeding in a concrete way on the basis of 
his exact sensory experiences. Under these conditions he did very 
well. This is demonstrated by the ease with which he copied 
models built by the blocks themselves. 
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EK. Feature Profile Test 
The puzzle was placed before the subject with the parts scattered 
in random positions. (What do you think it is?) ‘‘Looks like a 
whole lot missing.’’? (But what could it be if you put it together?) 
**It might be a face.’’ The patient was then encouraged to pro- 
ceed and he succeeded in placing the eye, nose and mouth with lit- 
tle difficulty. He then reached for the four square pieces forming 
the ear and attempted to fit them in the proper hole. His method 
was that of trying to fit the edges together. When one piece didn’t 
fit he discarded it and picked up another. That he was not attend- 
ing to the lines drawn on these pieces was shown by the fact that 
he continued to manipulate pieces without regard to whether they 
were right side up or not. The examiner then moved the four 
pieces to the side of the design and asked the patient to put them 
together the way they belonged. The patient was able to do this 
without difficulty. Following this, the patient was still unable 
to place the four pieces together correctly in the appropriate hole. 
| Performances on this test indicated that the difficulty consisted 
in attending to the lines on the pieces and the shape of these pieces 
at the same time. When the task was simplified so that attention 
to only one aspect of the situation was necessary for solution, the 
patient performed adequately. He was confused and resorted to 
random manipulation of the parts of the puzzle when he was re- 
quired to attend to both the lines and the shape. 


Discussion 

The results of the tests on this patient show marked similarity 
to the results usually found in organic cases, described by Gold- 
stein and Gelb. Careful observation revealed that this patient’s 
behavior was determined by some individual appearance of the 
given object which impressed the patient. These particular prop- 
erties produced in him either an attitude for the use of the object 
or for characteristic figures. However, he was unable to succeed 
if suecess demanded an abstraction from these concrete impres- 
sions. When it was necessary to bring the objects together by an 
abstracting procedure in order to fulfill the task set, that is, by 
finding out a category under which they all belong, or by dividing 
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one of these characteristic figures into parts, the patient failed. 
He was not capable of understanding what we meant when we ex- 
plained the abstract attitude to him in words or by demonstrating 
the procedure. His attitude was very concrete; he looked at the 
skeins, for example, as individual objects and not as representa- 
tives of a class. It may be stressed here that the patient whose 
performances have been described was a man of at least average 
intelligence, who, in his premorbid state, certainly was able to un- 
derstand the abstract attitude. \ On the basis of performance on the 
series of tests presented, the following generalization can be made: 
the change in the patient is characterized by a lack of ability to 
assume the categorical abstract attitude. 

The interpretations of the protocols of this patient find confirma- 
tion in the study of the other patients of the group. In some eases, 
it was more difficult than in others to determine the attitude from 
which the patient was proceeding. That the change in behavior de- 
scribed in the previous records was characteristic of the whole 
group of patients tested is illustrated by the following sample 
protocols. 


ADDITIONAL PROTOCOLS 

Color Sorting Test 

Case B. (Male, age 34, diagnosis: dementia precox, hebephrenic 
type.) When asked to select all the skeins belonging with a par- 
ticular red sample, the patient selected one skein which resembled 
the sample very closely. He then picked up another skein of red, 
held it over to the sample, and then rejected it. When asked why 
he didn’t inelude it, he said ‘‘It is dark pink.’’ He stated that 
there were no other skeins that belonged with the sample. When 
the examiner selected all the various shades of red and asked why 
they belonged together, or in what way they were alike, the patient 
stated that they weren’t alike, but that they were all different. 

Case C. Male, age 40, diagnosis: dementia precox, hebephrenic 
type.) When asked to select all the green skeins, the patient picked 
up skeins in an apparently random order of brightness and satura- 
tion. As he picked up each one he gave it a specific color name: 
‘‘peacock green, bell green, baby green.’’ When asked in what 
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way they were alike, he repeated this color naming. To the ques- 
tion, ‘‘Could they not all be called green?’’ he agreed. This per- 
formance is similar to one described previously in which the pa- 
tient brought the shades of green together taking every shade as 
an individual thing. 
Color-Form Sorting Test 

Case D. (Male, age 30, diagnosis: dementia precox, hebephrenic 
type.) When asked to put those together that belonged together 
the patient sorted on the basis of color. The figures were then re- 
shuffled and the patient required to do it in a different way. He 
repeated his earlier performance. The figures were then turned 
so that the white side was uppermost, and the only variable pres- 
ent under these conditions was form. When asked to sort them 
now, the patient arranged them on the basis of the form. The ex- 
aminer then turned the figures to the earlier position in which the 
eolored side was now apparent. The patient still sorted on the 
basis of form. He was not able to sort the colors when instructed 
to do it in a different way. The performance of this patient indi- 
“ates he was controlled by one set of stimulus impressions and 
could not shift himself from these voluntarily. When the stimulus 
conditions were controlled so that there was but one possibility 
present, the patient sorted on the basis of form. Having once been 
brought into this attitude by changing the conditions, he continued 
to sort for form when both form and color were present. Thus, 
he could not shift voluntarily from color to form in the first part 
of the test, and after having been brought to attend to form, was 
then unable to shift from form to color. 
Object Sorting Test 

Case EK. (Female, age 32, diagnosis: dementia precox, cata- 
tonic type.) The patient was handed a cigar. (What belongs 
with this?) The patient selected the matchbox. (Select every- 
thing that belongs with it.) ‘‘And what else? Well, I need an 
ashtray. What would I use for an ashtray? Could I use this for 
an ashtray? (pointing to cardboard circle). Nothing else belongs.”’ 
The patient was then handed a lump of sugar. ‘‘ Nothing belongs 
with it. Could use it with coffee or tea. Some people like to eat 
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it alone but I don’t.’’ When asked what belonged with or was sim- 
ilar to the bicycle bell, the patient responded, ‘‘ Nothing belongs 
with it. There’s no bicycle.’’ The patient continued to respond 
to the objects that were presented, stating that none of the other 
objects on the table belonged with them. When groups formed by 
the examiner (see p. 53) were presented, she was unable to state 
the way in which they were alike. This patient shows in extreme 
form the tendency to respond to objects in a conerete way. She 
could not understand them as representatives of a category to 
which other objects in the group might belong. 

Case F. (Male, age 31, diagnosis: dementia precox, hebephrenic 
type.) This patient selected a cigar from the group. When asked 
to choose all that belonged with it, he stated that there was noth- 
ing else. The other smoking materials (cigarettes, matches) were 
then grouped before him and he was asked whether these could not 
be said to ‘‘belong with’’ the cigar. The patient said, ‘‘No, they 
are not cigars.’’ These objects were then removed and a fork was 
presented. The patient selected a spoon and a knife and placed 
them with the fork, saying, ‘‘ These belong to the spoon family.’’ 
When given a screw-driver, the patient selected the hammer, pliers, 
lock and bell as all belonging together. He said that they were ‘‘all 
of the family of the screw-driver.’’ He then explained further 
that the hammer and screw-driver could be used to take the bell and 
lock apart. The patient failed to see the basis of similarity of any 
other large categories presented by the examiner. 

As in the previous protocols, these patients seem impressed by 
particular uses of the objects presented and do not act in terms 
of broader categories. The most frequent type of grouping was in 
terms of use in a particular situation. The response of ‘‘nothing 
belongs’? with a particular object also occurred. It is of interest 
to note that after objects had been grouped into categories by the 
examiner, the patient usually would not be able to state the basis of 
the similarity and when told the correct answer by the examiner, 
would not accept it. 

Kohs Block Test 


Case G. (Female, age 32, diagnosis: 


dementia precox, cata- 
tonic type.) When the first design was presented the patient placed 
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one single block on top of the card. She was then told that she 
must use all four blocks, and she proceeded to set them one after 
the other in a row, several inches apart. When the large card was 
presented she reproduced the design without difficulty. She had 
been apparently troubled by the discrepancy between the size of the 
model and the size of the blocks. She was able to make this ab- 
straction of size after the first design but always commented upon 
the discrepancy in size. She was also troubled by the slight differ- 
ence between the colors on the blocks and on the cards. She com- 
pleted the second and third designs successfully from the large 
model. On the fifth design, she failed even after the lined model 
was presented. The examiner demonstrated the correct perform- 
ance but she was unable to reproduce it. The patient could not sep- 
arate the designs into separate parts. Such separation requires 
the abstract attitude. The fact that she made the same type of er- 
ror even after the demonstration suggests that the errors are tied 
up with a fundamental inability. 
Feature Profile Test 

Case H. (Female, age 28, diagnosis: dementia preecox, catatonic 
type.) The parts of the puzzle were placed in random order be- 
fore the patient. (What do you think this might be?) ‘‘It might 
be a head.’’ When instructed to put it together, she tried to fit the 
ear pieces into the appropriate hole, but paid attention only to the 
fitting of the edges and not to the lines. She attempted to force 
them into place incorrectly. The four pieces were then placed cor- 
rectly for her and she was asked if she had seen that it was the ear 
before. She said, ‘‘ No, the ear shouldn’t be there.’’ (Where should 
the ear be?) The patient then turned her own head at right angle 
to the plane of her body and felt the position of her ear with her 
fingers. She then lifted the four pieces of the ear in the puzzle and 
held them at a slight angle to the horizontal plane of the rest of the 
head. ‘‘You could fit it that way.’’ She was apparently attempt- 
ing to reproduce the angle the ear normally makes with the head in 
three-dimensional space. The patient was able to assemble the 
four pieces correctly when they were placed apart from the rest of 
the puzzle. Even after two demonstrations the patient was unable 
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to place these four pieces correctly in the whole design. Her per- 
formance is of interest as it suggests that her difficulty in handling 
this problem was in a lack of separating her own person from the 
object. She identified the profile in the puzzle with herself and at- 
tempted to find the correct position of the parts by fingering her 
own features. She tried to place the ear in the design in such a 
way that it extended in the third dimension; that was really a very 
concrete procedure. 

The performance of all patients of the group indicated that their 
difficulty in solving the puzzle consisted in placing the four ear 
pieces successfully in the proper hole. They were able to assemble 
them correctly outside the hole. For the correct performance it is 
necessary to pay attention both to the shape of the pieces and the 
lines appearing on them. As has been pointed out previously, vol- 
untary shifting of attention from one attribute to another requires 
the abstract attitude. 

IV. Discussion 

The results of these testing procedures indicate that these de- 
mentia precox patients tend to respond in what has been here de- 
fined as a concrete way, where the normal individual may respond 
in cither an abstract or concrete way. This greater concreteness 
cannot be regarded as an individual peculiarity of the patients 
tested, due perhaps to differences in innate intelligence or lack of 
education. The discussions of this point by Goldstein (p. 311°), 
Goldstein and Gelb*, and Weig!"’, have already pointed out that the 
lack of the ability for abstract behavior has nothing to do with edu- 
vation. These writers pointed out that poorly educated people are 
often inclined to react in a more concrete way, but it is always pos- 
sible for them to react in an abstract way in these tests as well. This 
holds true, in general, for normal individuals. Even children of 
eight and nine years with normal intelligence have been found to 
be capable of abstract behavior (Bolles'). \The difference between 
the patients and the normal individual is that the patients are not 
‘apable of showing abstract behavior at all. The evidence that 
education has nothing to do with this factor is further substanti- 
ated by the fact that in patients who showed a defect in abstract 
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behavior very clearly, there was no doubt as to the high level of 
scholastic achievement. On the question of whether or not the 
lack of abstract behavior in a patient may be related to an innate 
intelligence defect, it may be emphasized that there was high gen- 
eral intelligence and ability insofar as concrete behavior was in- 
volved. There was no evidence of mental deficiency from the his- 
tory. If we do speak of a defect of the intellect, we must speak of 
a special type of defect, characterized by a failure in all perform- 
ances which require abstract behavior. Thus, it seems expedient 
to omit the phrase ‘‘intellectual defect’? and to designate this loss 
in terms of the characteristic change which is demonstrated em- 
pirically, that is, a lack of the abstract attitude. 

The performance of the dementia priecox cases studied shows 
great similarity to the results usually found in organic eases de- 
scribed by Goldstein and Gelb. While emphasizing this similarity, 
we do not wish to be misunderstood. \We do not mean by this state- 
ment that schizophrenia is the same as an organic lesion of the 
brain. We mean that the effects of the disorders, which might be 
signs of diseases of a very different origin and kind, in these tests 
show the same characteristics. Certainly this in itself is a very 
interesting statement. How from here the problem of schizo- 
phrenia as an entity has to be approached we cannot discuss in this 
paper. 

The present results are consistent with the investigations of 
Vigotsky, Hanfmann and Kasanin. Vigotsky stated that in schizo- 
phrenia the most important deterioration in thought was a disturb- 
ance or impairment in the function of concept formation. He 
pointed out that in schizophrenia there was a disintegration of 
concepts and a regression to the concrete, factual, ‘‘complex”’ 
forms of thought. He differentiated such associations from econ- 
cepts by the former being based on a union that is concrete and me- 
chanical (such as physical proximity, concrete similarity of certain 
parts, et cetera), while the concept consists of a general and ab- 
stract principle (p. 1066°). Such a differentiation is similar to 
the distinction of ‘‘concrete’’ and ‘‘abstract’’ that has been pointed 
out in the previous discussion. 
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CONCLUSIONS 

1. From the results of the tests described we may conclude that 
a type of patient diagnosed as dementia precox shows the differ- 
ence in behavior previously described. The difference between the 
schizophrenic patients studied and normal individuals lies in the 
capacity for abstract behavior. Both the normal and abnormal 
show concrete behavior in certain situations where concrete be- 
havior is adequate. In the sorting tests, the normal may not seem 
to differ from the abnormal as long as it is possible to perform a 
task successfully in a concrete way, but the normal individual is 
also able to sort in another, more abstract way which the abnormal 
cannot do. The abnormal proceeds in a conerete way on all sort- 
ing tests. Thus, the characteristic defect of the schizophrenic pa- 
tients studied was an impairment of the capacity for the type of 
behavior we call ‘‘abstract behavior.’’ 

2. The tests applied in this investigation allow a differentiation 
between the capacity for abstract and conerete behavior. Per- 
formance on these tests allow judgment of whether the patient is 
able to proceed only in a concrete way or to proceed in both an ab- 
stract and a concrete way. Such judgment is reached by using 
tests made up of steps which demand more or less abstract be- 
havior on the part of the patient. 
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THE CLINICAL EFFECTS OF BENZEDRINE SULPHATE IN MENTAL 
PATIENTS WITH RETARDED ACTIVITY 


BY LAWRENCE F. WOOLLEY, M. D., 
SHEPPARD AND ENOCH PRATT HOSPITAL, TOWSON, MARYLAND 

Following the article by Prinzmetal and Bloomberg" in Decem- 
ber, 1935, dealing with the effects of benzedrine sulphate in narco- 
lepsy, it seemed reasonable to us to study the clinical effects of this 
drug in states of retarded activity due to emotional causes. The 
stimulating effect of benzedrine had been well established. On the 
basis of the theory that continued states of retarded activity were 
in part, at least, dependent upon the lack of emotional stimulation 
through satisfying behavior, it was hoped that if these retarded 
patients could be stimulated sufficiently, the resulting activity 
might be guided into channels in which satisfaction could be forth- 
coming and progressive improvement of the mental and emotional 
state might result. 


Material: 


It seemed desirable to us in the beginning to subject the results 
of the therapy to rigid scrutiny in order to demonstrate as conclu- 
sively as possible what might be expected in the clinical use of this 
drug. Therefore, while benzedrine was used clinically in a great 
many patients showing behavior retardation, only those patients 
were selected for this study who had been in a retarded state over a 
considerable period of time showing little inclination to variation. 
All patients of the latter type who were in the hospital during the 
period covered by this report (January, 1936 to August, 1937) were 
used except for the exclusion of the following groups: 

1. Patients over 50 years of age. 

2. Contraindication due to increased blood pressure, cardiac dis- 
ease or other physical cause. 

3. Contraindication on the basis of psychotherapeutic issues. 
Procedure: 


A total of 70 cases was collected; 44 were diagnosed as schizo- 
phrenic, 21 as manic-depressive, and 5 as psychoneurotie (Table 1). 
The research was entirely clinical and although physiological re- 
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actions were studied, these were not made the center of attention 
and will not be reported excepting insofar as they reflect directly 
upon the clinical results. 

Following the selection of a patient for this research the follow- 
ing procedures were instituted: 

1. It was ascertained that the patient’s behavior was reason- 
ably constant, that the routine and special therapeutic procedures 
were instituted and well under way and that there was no prospect 
of any alteration in the daily program of the patient. This rule 
was made to exclude so far as possible as causes of behavior ef- 
fects such things as other procedures of a new type or unusual 
activities and events. 

2. A behavior chart somewhat similar to those in use at the 
Phipps Psychiatrie Clinie was started in each case and continued 
for a period of one to three weeks before medication of any kind 
was exhibited in order to have a graphic representation of the pa- 
tient’s behavior as a base line for comparison. These were sup- 
plemented by ample daily nursing notes covering the entire 24 
hours. 

3. Benzedrine sulphate in doses of from 10 to 60 milligrams was 
given in aqueous solution (1 milligram per ec.) in order to permit 
facility of varying the dose within small limits. 

4. A substitute solution made up to appear and taste as nearly 
as possible like the benzedrine solution, but without any active 
principle, was used in alternation with the benzedrine sulphate 
solution. 

3. The individual procedure varied in each case following the 
establishment of a fairly constant behavior chart. At times the 
patients were started on the substitute solution and if no behavior 
effect (due possibly to suggestion) took place under these circum- 
stances, after a period of 5 to 14 days the benzedrine sulphate was 
given in dose of equal voulme. The usual initial dose was 8 to 10 
milligrams. If no behavior effect resulted after the course of sev- 
eral days, the dosage was gradually increased until it became clear 
that no increase of activity was to be anticipated with reasonable 
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dosage, or until adverse effects occurred in the form of marked in- 
crease of pulse or blood pressure, sudden outbursts of panic, in- 
creasing confusion or marked loss of sleep. 

6. No benzedrine was given after 12 noon. At times the total 
dose for the day was given at 7:30 a. m. and at times it was dis- 
tributed throughout the morning hours. 

7. Whenever a favorable improvement in the patient’s behavior 
took place and was well established on the behavior chart over a 
period of several days, the benzedrine solution was omitted and an 
equal volume of the substitute solution was given for a period of 
two to several days. If the improved behavior continued, the sub- 
stitute solution was stopped and the patient was continued on the 
behavior chart without medication. If there was a decrease in the 
activity of the patient on instituting the substitute solution, as 
soon as this was well established on the behavior chart benzedrine 
was again instituted and the alternation of the two solutions was 
continued enough times and at sufficiently varying intervals to rule 
out as far as possible the occurrence of coincidence. 

8. Blood pressure, pulse, respiration and temperature charts 
were kept on these patients throughout the period of study. 


FAvorABLE RESULTS 

Table 1 is a summary of the effects of benzedrine therapy in the 
various reaction types, distributed as to diagnosis. The results as 
recorded in this table apply only to changes in the status of the 
patient during treatment with the drugs, as revealed by nursing 
notes and behavior charts during the experimental period. No pa- 
tient is recorded as improved or recovered under benzedrine: 

1. Who did not show a constant behavior pattern over a period 
of two or more weeks previous to administration of the drug. 

2. Who showed similar response to the substitute solution. 

3. Who failed to show a relapse into the former retarded be- 
havior on discontinuing the drug the first few times it was tried. 

4. Who at any time showed a decidedly adverse response to 
benzedrine sulphate in moderate dosage. 
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TABLE 1. EFFECTS OF BENZEDRINE THERAPY 


Recovered Improved Unaffected Worse 
No. Pet. No. Pet. No. Pet. No. Pet. Totals 
Schizophrenia 
Catatonic ....... 2 5 8 6 21 
Hebephrenic 0 2 2 1 5 
POPSROIE 22.6800 0 3 7 4 14 
SOIL, tau aie aiden 0 0 4 0 4 
2 4 10 23 «21 48 11 25 44 
44 
Depressive 
ey 1 3 11 2 17 
Agitated ......0- 0 0 2 1 3 
Involutional ..... 0 0 1 0 1 
1 5 3 14 14 67 3 14 21 
21 
Psychoneurotic 
Psychasthenia ... 0 0 3 1 4 
Hysteria ........ 0 1 0 0 1 
0 1 3 1 5 
5 
Grand totals .. 3 4 14 20 38 54 15 22 70 


Retarded Schizophrenic: 


Seven of 21 catatonic schizophrenics treated either recovered or 
improved during the treatment. In two of these cases increasing 
activity of the patient leading to recovery was only to be obtained 
on administration of the drug and was lost whenever the drug was 
discontinued and the patient lapsed back into the catatonic state. 
Psychotherapeutic access to these patients became possible through 
the improved mental state. These two cases are recorded as re- 
covered not because we believe that the benzedrine caused the re- 
covery but because it became perfectly clear that without the use 
of benzedrine therapeutic access to these patients would have been 
long delayed. Among the improved patients of the catatonic group 
are several interesting cases. Two of the patients of approxi- 
mately the same age (25 and 28 years, respectively) with somewhat 
similar histories showed slight but increasing improvement with 
benzedrine sulphate in increasing doses up to 60 milligrams per 
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day. With administration of the drug there was progressive im- 
provement of spontaneous activity and easing of affect, in both 
instances. Neither of the patients, however, talked during this 
period. On one occasion in response to a single dose of benzedrine 
sulphate 60 milligrams together with atropine sulphate grains 
1/200 both of these patients showed a remarkable change. One of 
them began to talk in a friendly manner, asked to join certain 
games such as ping pong and pool and showed increased initiative. 
The other exhibited sudden impulsive activity, walking restlessly 
about the ward, banging his fists on walls, doors and tables and 
emitting a continuous stream of profanity. Both of these patients 
were under identical management throughout this period except 
that the one who had started to play games had succeeded in estab- 
lishing a fairly easy relationship with one of the attendants. This 
experiment was not repeated. Benzedrine sulphate has been given 
to both of these patients intermittently throughout the ensuing pe- 
riod. On discontinuing the medication both of these patients would 
lapse back into deep catatonic stupor on each occasion. Both ex- 
hibit a tendency to more easy affect and more initiative at any time 
the drug is administered. Figure 1 shows significant portions of 
the behavior chart on a patient of this group. 

Two hebephrenic patients and three paranoid patients showed 
improvement in initiative and activity with some easing of affect. 
It was not possible to lead any of these patients to recovery during 
their periods of improvement. Delusions and hallucinations were 
not altered, but the affect became less tense and activity increased. 

Twenty-one of the 44 schizophrenic patients (48 per cent) were 
unaffected by the drug. Eleven were made decidedly worse. The 
unfavorable results will be discussed more fully below. 


Retarded Patients of the Thymic Group: 


In this group there were 21 patients, 17 of whom had been diag- 
nosed as manic-depressive, depressed; three manic-depressive, 
mixed (agitated type); and one involutional melancholia. Of this 
group one patient recovered and three showed definite evidences of 
improvement under benzedrine sulphate administration. All who 
improved and recovered were patients diagnosed as manic-depres- 
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Figure 2 
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sive, depressed. The one patient who recovered in this group was 
one of the first patients to whom the drug was administered, and 
she showed a startling response. This girl had sat for months in 
a corner of the ward, depressed, sullen, inactive, and unresponsive 
to continued and persistent efforts at treatment. There was no 
tendency to improvement until benzedrine sulphate in doses of 10 
milligrams was started. There was an immediate response to the 
drug and on the first day it was administered she was up about the 
ward helping the nurses with the ward work and responding some- 
what to attempts at conversation. This improvement continued 
for seven days until the benzedrine was discontinued and the sub 
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stitute solution administered, whereupon the patient returned to 
her corner and remained inactive and mute until five days later 
benzedrine was again started whereupon her former activity began. 
After her improvement had continued for two weeks the benzedrine 
was again discontinued and substitute solution administered where- 
upon there was a corresponding slump in her activity and initia- 
tive. After three days benzedrine was again started and the pa- 
tient was continued on the drug until she was earrying a full active 
day. Psychotherapy was attempted in this case without results as 
the patient steadfastly refused to deal realistically with the social 
and personal problems precipitating her illness. It is of interest 
that this patient spontaneously objected to the medication and 
asked for its discontinuance when her behavior had reached an ap- 
proximately normal level. 

In the three manic-depressive cases recorded as improved under 
benzedrine medication we were able to demonstrate beneficial effect 
from the drug although the results were in no respect comparable 
to those seen in the patient discussed above. 

Psychoneurotics with Retarded Behavior: 

In this group we have only five patients. The only one of these 
to improve was the single patient diagnosed as hysteria who was 
regularly beneficially affected. This patient has been carried now 
for 19 months on benzedrine in doses of from 10 to 30 milligrams 
per day. Without it she is languid, complaintive, feels unable to 
rise from bed until 11 o’clock in the morning and sits about the 
ward relatively inert. With 10 milligrams of benzedrine sulphate 
administered at 7:30 in the morning the patient shows some im- 
provement. With 20 milligrams there is greater improvement and 
with 30 milligrams she is able to be up and about and carry on a 
full day’s activity. She has been under psychoanalytic treatment 
for the past three and one-half years antedating by two years the 
beginning of benzedrine treatment and continuing without inter- 
ruption to the present time. Many times during the experimental 
period benzedrine has been withdrawn and the substitute given. 
In each instance her behavior has reverted to the former state of 
inertia. Her analyst believes that the benzedrine has been helpful 
in furthering the analytic treatment. Figures 2 and 3 illustrate 
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her general inertia without medication, her response to benzedrine, 
and her lack of response to the substitute solution. There is some 
question as to whether this patient might properly be classed as 
schizophrenic. 


UNFAVORABLE RESPONSE 


Approximately 50 per cent of the patients were unaffected by 
the medication, regardless of diagnosis, in doses as high as 30 to 60 
milligrams. Although there are some differences in the individual 
groups this does not seem significant with so small a series. In 
general it was noted that if the patient failed to show some slight 
favorable response to doses as low as 10 milligrams, larger doses 
failed to elicit any response or resulted in unfavorable reactions. 
Figure 4 shows the failure to respond to the drug. 

Among the more unfavorable responses was the precipitation of 
panics in tense or agitated, depressed or catatonic individuals. Fig- 
ures 5 and 6 illustrate this type of reaction. Frequently the onset 
of panic was preceded or accompanied by the sudden occurrence of 
a sleepless night or two. In one of the tense, depressed patients 
of the manic-depressive group the administration of benzedrine 
precipitated a serious impulsive attempt at suicide by ramming the 
head against the wall. From the behavior standpoint we should 
note as warnings of impending unfavorable results, therefore, in- 
roads upon the sleep curve, evidences of growing tension including 
increase of pulse rate or mounting blood pressure effects or in- 
creasing evidences of apprehension. In a few of these patients an 
attempt was made to try the effect of very small doses, 4 to 6 
milligrams. In all but one of these the effect after a few days of 
medication was to precipitate another panic. In one instance on 
the administration of 4 milligrams of benzedrine sulphate the pa- 
tient showed slight improvement of affect and greater ease and 
continued to emerge from his state of catatonic tension to a state 
of silly hebephrenic affect and activity. This, of course, may have 
been merely a coincidental event. 

Blood pressure effects in the nature of a rapidly mounting sys- 
tolie and diastolic level may occur. Two patients showed this ef- 
fect. In one of these with a daily dose of 20 miligrams of benze- 
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Figure 4 
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drine sulphate both systolic and diastolic pressures regularly 
mounted on successive days from an original level of 130/78 at 
starting to 170/110 seven days later. This change was accom- 
panied by increasing anxiety. These effects subsided when the 
benzedrine was stopped. The second patient showed a similar 
tendency to progressive blood pressure increase on 20 milligrams 
doses, but without behavior change. 
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Significant portions of behavior chart of an agitated depressed patient showing no response to 
substitute solution, but sudden panic (in which a serious suicidal attempt was made) when given 
benzedrine sulphate milligrams 20. Milder panics could be precipitated by smaller doses. Note 
sleep disturbances. There was little pulse or blood pressure effect. 
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Figure 6 
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ANOMALOUS AND VARIABLE RESULTS 

Among the patients treated were several who showed slightly 
favorable results with improved affect and behavior over a short 
period of time with rapidly ensuing unfavorable effects the causes 
for which could not be determined. 

In one of our patients who showed no other response to the drug 
there was a slight lowering of the blood pressure levels (20 milli- 
meters of mercury systolic, 10 millimeters diastolic) with the ad- 
ministration of 10 milligrams of benzedrine sulphate over a period 
of one week. On stopping the benzedrine the blood pressure re- 
turned to its former level. This result could not be repeated. 

An occasional patient who showed no response during benze- 
drine administration showed regularly a period of several days in- 
creased activity after the benzedrine was stopped, whether or not 
the substitute solution was given. Figure 7 illustrates this effect 
in a schizophrenic woman who subsequently achieved social re- 
covery. 


RELATIONSHIP OF RESULTS TO VAGOTONIC OR SYMPATHETICOTONIC 
STATUS OF THE PATIENT 

Thirty-four patients from the above group (all of the patients 
under treatment during the three months period from June 1 to 
September 1, 1936) were tested for their response to pharmacody- 
namic drugs (atropin, eserin and adrenalin) and the clinical status 
evaluated in an effort to determine the dominance of the vagus or 
sympathetic systems. Table 2 is a summary of these results. It is 
to be noted that approximately half of the patients failed to fall in 
either group and the remainder were divided equally between sym- 
patheticotonic and vagotonic reactions. The heading in the table, 
‘neither or both,’’ includes one catatonic patient who showed a 
sharp sympatheticotonic response (which could not again be 
elicited) on one occasion and a sharply defined vagotonic response 
two days later without manifesting in the slightest degree any 
change in his behavior coincidentally with this reversal. It is wor- 
thy of comment that both sympatheticotonie and vagotonie reac- 
tions were found in both manic-depressive and schizophrenic states 
and in the latter in both the paranoid and catatonic conditions. 
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The distribution of these reactions according to diagnosis is given 
in Table 3. It is seen from these tables that vagotonic or sympa- 
theticotonic states have little or no relation to clinical improvement 
in patients showing retarded behavior. 


Figure 7 
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TABLE 2. EFFECT OF BENZEDRINE ON VAGOTONIC AND SYMPATHETICOTONIC SUBJECTS 


Improved Unaffected Worse Total 
Sympatheticotonic Sa teas citi tg de Nie a ds tw 3 3 3 9 
Vagotonic Sn Le ee ee ee ee 4 3 2 9 
SI AP BMNIN 65665:6'4-008-d db a eere wie 5 8 3 16 
Een ee ee ee er 12 14 8 34 


NORMAL CONTROLS 


A group of twenty-five normal individuals to whom the drug has 
been given in doses of 10 to 20 milligrams reports a wide diversity 
of response. Many of them are pleasurably stimulated by the drug, 
especially in mild states of fatigue. One subject is regularly made 
drowsy by it and experiences difficulty in concentrating. Another 
complains of light-headed and giddy feelings. One subject shows 
variable response, being made sleepy by it on some occasions, on 
others stimulated to wakefulness. About half of the normal sub- 
jects are reluctant to take a second or third dose. These results 
are quite different from those of Meyerson? and indicate that 
benzedrine sulphate in normals sheds no light upon the variable re- 
sponses in the retarded mentally illl except to indicate that the 
variability is an individual characteristic. 


SUMMARY AND CONCLUSIONS 


A total of 70 patients falling in the groups of the various fune- 
tional disorders have been treated with benzedrine sulphate over 
a period of some 6 to 19 months with response to the drug carefully 
checked and controlled. Roughly it could be demonstrated that 
about 25 per cent of the retarded patients in all diagnostie groups 
may be improved by the administration of the drug. About 25 
per cent of the retarded patients in all diagnostic groups are made 
much worse by its exhibition. Approximately 50 per cent appeared 
to be not affected. 

The response to benzedrine medication cannot be predicted from 
clinical examination of the patient nor from application of pharma- 
codynamic tests. In general those patients who showed evidences 
of agitation, or fear and anxiety were either not materially affected 
by benzedrine sulphate in the doses exhibited or were made worse. 





Sympatheticotonic Vagotonic 
Schizophrenic 


Co 


ee 


rm lero 


eee eer eee eeeeee 


eee e eee ee eee eeee 


eee eee eee eeee 


coe eee eee eee eee eens 


eoeee eee e eee eee eeee 


wm loo 


eeee eee eee eases 


ee 


eee eee eeeeeeee 


oo © 


ee ee | 


o 


eeoreeeseeeeeseses 


Total schizophrenic 
Manic-depressive 


eee ee eee ee eens 


oor e eee eee ee eee 


“a. e 


LS) 


Psychoneuroses 


eee eee eee eee esos 
eee ee eee eeeeee 


eoeee eee eee eee eeeee 


eee eee eet tee tt eeee 





THE CLINICAL EFFECTS OF BENZEDRINE SULPHATE 


Neither 
or both 


Be OS 


o 


rlomu >i we 


ow © 


to 


13 


ome 


bo 


_ 
@a@leloro 





EFFECTS ON SYMPATHETICOTONIC AND VAGOTONIC SUBJECTS DISTRIBUTED AS TO 
DIAGNOSIS AND RESULTS 


Total 

1 

5 

2 
8 

5 

3 

6 
14 

2 

1 

0 
3 

0 

0 
2 
27 

2 

2 

0 
5 

1 

1 

0 
9 


LAWRENCE F. WOOLLEY, M. D. 83 


Altogether similar patients, however, were in several instances im- 
proved by proper benzedrine dosage. 

Since patients who reacted favorably to the medication showed 
practically immediate improvement on the administration of 10- 
milligram doses over a period of from one to three days, this can be 
used as probably the best index of what is to be expected. 

Lack of response to small doses or unfavorable response to small 
doses should be taken as an indication for discontinuing the medi- 
eation. It is true that for the most part our patients were very 
seriously ill individuals, suffering from major psychoses, but the 
very serious and sudden manifestation of impulsive suicidal at- 
tempts or gross panic might very well take place in patients mani- 
festing less obvious signs of the severity of their conditions since 
very unpleasant effects are not uncommon even among normals. 

It seems conclusively demonstrated from the above results that 
henzedrine sulphate properly administered in states of extreme de- 
pression and retardation may on occasion determine the difference 
between prolonged serious illness and fairly prompt recovery. It 
is also demonstrated that a large number of retarded patients re- 
gardless of diagnostie grouping can be materially benefited in their 
feelings of well-being and in their initiative. On the other hand, 
the administration of the drug is not without its attendant dangers 
and promiscuous and uncontrolled use is to be seriously con- 
demned. 

Our results are similar in some respects to those of other writers 
but not so optimistic, and few have warned sufficiently of the un- 
favorable effects to be encountered in many patients even with 
small doses. 
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SEROLOGY IN GENERAL PARESIS* 


BY JOSEPH R. BLALOCK, M. D., AND LELAND E. HINSIE, M. D. 
NEW YORK, N. Y. 


A. GENERAL CONSIDERATIONS 


The data presented herein cover all available serological infor- 
mation on patients treated at the New York State Psychiatric In- 
stitute and Hospital from 1923 to 1935 inclusive. The total time 
included in the survey is somewhat over twelve years. During this 
period there were over 300 patients under treatment. Our reports 
sometimes refer to different numbers of patients, the differences 
being due to the number of patients accessible at any given time to 
the different laboratory tests employed. 

The report refers only to patients with adult acquired general 
paresis and does not include any of the juvenile forms. Moreover 
the patients were carefully selected on the basis of suitability for 
the treatment planned for them. Patients who were to have the 
heat form of treatment had to meet the requirements that are com- 
monly laid down for heat therapy. Likewise, patients entering the 
hospital for the purpose of getting chemotherapy were carefully 
selected. There was no selection made on the basis of duration of 
psychosis before treatment was instituted. Furthermore, there 
was no selection with regard to the clinical condition of the patient 
unless there were clinical signs and symptoms that would contra- 
indicate the employment of a given method of therapy. It is per- 
haps unnecessary to state that no selection was made on the 
grounds of severity of the serological reports. Each patient re- 
ported upon exhibited serological data (in addition to clinical find- 
ings) that placed the patient in the general paretic diagnostic 
grouping. 

From the standpoint of therapeutic response there is no unan- 
imity of opinion among investigators that sex plays a decisive rdle. 
It will be noted that among our patients the ratio of males to 
females was approximately two to one. 

Chart I and Tables 1 to 5 summarize serological data with ref- 
erence to all the patients available for study, irrespective of the 


*From the clinical department of the New York State Psychiatric Institute and Hospital, New 
York, N. Y. 
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type of therapy employed. It was thought desirable first to gain 
a general appreciation of the results of modern methods of thera- 
peutic approach to general paresis. The methods used by us in- 
eluded fever therapy( malaria and electropyrexia) and chemother- 
apy (tryparsamide and mercury). In subsequent charts and tables 
serological data referable to specific methods of approach are pre- 
sented. 


1. Blood Wassermann (Chart I and Table 1) 

When we reviewed the blood Wassermann reactions of all pa- 
tients, irrespective of the kind of treatment they received, it was 
observed that 8.1 per cent had a negative blood Wassermann reac- 
tion prior to therapy. Within a few months after treatment was 
completed, approximately 17 per cent of the patients had a negative 
blood Wassermann reaction. At the end of five years, when we 
examined 96 of the original 322 patients, almost 43 per cent of the 
patients had a negative blood Wassermann reaction. At the end 
of 10 years, with observations covering 28 patients, 75 per cent of 
them had a negative blood Wassermann reaction. We are im- 
pressed with the general observation that serological improvement 
appears to become more pronounced during the third and fourth 
years following therapy. With regard to the blood Wassermann 
reaction from the standpoint of sex, it appears from our own sta- 
tistics that negative responses are higher during the first three 
years in men than in women, almost twice as many men as women 
showing negative reactions. During the fourth vear the percent- 
age of negative responses is approximately equal in both sexes. 
During the fifth, sixth and seventh years negative blood Wasser- 
mann reactions In women are appreciably higher than those in 
men. At the end of 10 years, when we examined 28 patients of the 
original group, negative blood Wassermann reactions were ap- 
proximately the same for both sexes (76.5 per cent for males and 
72.7 per cent for females). 

It is interesting to note that at the end of 10 years there were 
no women and only 5.9 per cent of men who showed a strongly 
positive blood Wassermann reaction. Almost all of the patients 
studied by us showed a progressive decline in the intensity of 
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the blood Wassermann reaction, even though they did not reach the 


level of negativity. 
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Spinal Fluid Wassermann Reaction (Chart I and Table 2) 


Taking the total number of patients into consideration, without 
respect for methods of therapy, among 321 patients, 0.6 per cent 
had a negative spinal fluid Wassermann reaction before treatment 
was instituted. At the end of the first year of treatment 10.6 per 
cent of the patients had a negative reaction. The negative re- 
sponses showed a progressive increase at the end of the fifth year 
(observations on 98 patients), having then been 49.0 per cent and 
at the end of the tenth year (with 28 patients available) having 
been 89.3 per cent. At the end of the twelfth year, of 19 patients 
avaliable for examination, almost 95 per cent had a negative spinal 
fluid Wassermann reaction. 

It may be observed, with reference to Table 2 that, from the 
standpoint of sex there appears to be nothing essential from a sta- 
tistical point of view, both sexes exhibiting increased frequency of 
negative spinal fluid Wassermann reactions with the passage of 
years. At the end of 10 years when 17 male and 11 female patients 
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were available for examination, negative spinal fluid Wassermann 
reactions were approximately equal in both sexes. 

Before treatment 89.4 per cent of all the patients showed a 
strongly positive spinal fluid Wassermann reaction, whereas at the 
end of five years only 14.3 per cent of 98 patients had a strong re- 
action. Of 28 patients examined at the end of 10 years, 3.6 per cent 
were strongly positive. 

3. Cell Count (Chart I and Table 3) 

It may be seen that the different serological responses, while tak- 
ing the same general course, vary as to the time when they become 
negative. As has been pointed out by numerous investigators, 
changes in the cell count constitute one of the earliest phenomena, 
a return to normal or near normal occurring as a rule shortly 
after the cessation of treatment. This trend towards negativity 
of spinal fluid cell count is maintained for years. Although there 
is a difference of opinion as to what constitutes the normal number 
of cells in the spinal fluid, we believe that any number above eight 
cells per cubic milimeter may be above normal. 

With regard to cell count, from the standpoint of sex, it was our 


experience that the cell count in women responded more promptly 
than that in men. 


4. Globulin Content (Chart I and Table 4). 


Likewise, in conformity with the observations of others, the 
globulin content of the spinal fluid becomes modified during the 
early months and years following treatment. However, it lags ap- 
preciably behind the improvement noticed in the cell count and, 
taking a large series of patients together, it does not become nega- 
tive as frequently as the cell count does. According to our findings 
there is a general increase in globulin content beginning approxi- 
mately ten years after treatment has been ended. Whether this 
tendency to increased globulin content has any special bearing we 
are unprepared to say. 

Attention is called to the fact that during the later years of our 
observations the number of patients that we were able to reexamine 
was decidedly less than the number with which we originally be- 


gan. Therefore, all serological data that we had at our disposal 
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during the last quarter of the twelve-year survey are not as con- 
vincing as those of the first three quarters, because the total num- 
ber of patients available for study was appreciably less. As a 
rule, long-continued observations are possible among the patients 
who remain unimproved and among those who have relapses. They 
remain with us because they have symptoms, for which they desire 
treatment. On the contrary, a certain number of patients who have 
no symptoms fail to return for further examination. 

Regarding globulin content, there was a steady rise in the num- 
ber of patients who showed a negative globulin response, the rise 
progressing steadily during the first five years; there was a rela- 
tively sharp rise from the sixth to the tenth year after treatment 
and a decline during the last two years of our observations, that is, 
during the eleventh and twelfth years. 

When the negative globulin responses are studied from the 
standpoint of sex, it appears that while negative results in globulin 
content appear later in women than in men, as the years go by, 
more women than men show a negative response. For example, at 
the end of 10 years, 64.3 per cent of male patients and 90.0 per 
cent of female patients exhibited negative globulin reaction. The 
number from which to make such a computation is obviously small, 
comprising 14 male and 10 female patients. At the end of the five- 
year period, however, with 97 patients (63 males and 34 females) 
under observation, the percentage of negative globulin reactions 
was approximately the same (for the males 54 per cent; for the fe- 
males 58 per cent) for both sexes. 

When the globulin responses, recorded as one plus, are combined 
with those recorded as negative, the total runs relatively high. 

5. Gold Sol (Chart I and Table 5) 

Of the total number of patients, namely 315, three per cent 
showed negative gold sol curves before any treatment was given. 
At the end of one year, 14.0 per cent of the patients had a negative 
gold sol curve. At the end of the fifth year the percentage of nega- 
tives was 53.2; at the end of the tenth year, with 28 patients avail- 
able for examination, the negative responses amounted to 73.1 per 
eent. The highest percentage of negatives occurred at the end of 
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the twelfth year, when in 18 patients, the percentage of negative 
responses was 83.3. 

No fundamental differences were observed in the gold sol curves 
on the basis of sex. Certain inequalities of negative responses be- 
tween men and women may be seen, but it is not felt that they rep- 
resent anything essential. : 


B. RELATIONSHIP OF SEROLOGY TO CLINICAL CONDITION 
1. Serology, Combined Statistics for All Patients. 

This section comprises comments on Charts II and III and 
Tables 6-10 inclusive. The clinical condition of the patient is com- 
pared separately with each of the serological tests referred to in 
this communication. For example, the clinical condition is pic- 
tured with reference to the blood Wassermann reaction, the spinal 
fluid Wassermann reaction, the cell count, ete. Observations on the 
clinical and laboratory status of each patient were made simultan- 
eously. 

The Tables 6 to 10 inclusive have no reference to individual 
methods of therapy, but give a general survey of clinical and lab- 
oratory results under the three modern forms of treatment of pa- 
tients with general paresis. In the next chapter there will be a com- 
parison of clinical and laboratory results from the standpoint of 
the three individual methods. 

We believe it to be unnecessary here to define the terms ‘‘remis- 
sion,’’ ‘‘improved”’ and ‘‘unimproved,’’ because we use the terms 
in the same sense that they were described in our monograph, 
‘“‘Electropyrexia in General Paralysis.”’ 

As a rule, tests were performed on those who died, shortly be- 
fore their death. In a small percentage of patients examinations 
were made not more than three months prior to death. 


Clinical condition and blood Wassermann reaction. (Chart II 
and Table 6.) Among the patients who gained a remission, there 
was a steady increase in the percentage of negative blood Wasser- 
mann reactions. It is to be noted that in the remission group, 12.2 
per cent of the patients had a negative reaction before treatment 
was started. This number (12.2 per cent) may have some bearing 











90 SEROLOGY IN GENERAL PARESIS 


when compared with the percentage, 6.4, of negatives before treat- 
ment in the improved group; with the percentage, 3.2, of negatives 
before treatment in the unimproved group; and with 11.9 negatives 
before treatment in those patients who later died. 
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Chart II—Clinical Condition and Serological Results 


Among those patients who gained a remission, the percentage of 
negative reactions at the end of the first year was 21.2. The com- 
parative figure in the improved group was 12.8; in the unimproved 
group 14.4; and in the dead group 12.8. It seems therefore that in 
those patients who gain a remission there is a more rapid reduction 
of the blood Wassermann reaction than there is in the remaining 
three groups. This trend of reduction is seen not only after the 
first year but continues for the next few years. At about the fifth 
year the percentage of negative reactions is approximately equal in 
the three living groups. 
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Because the patients who remain unimproved usually have con- 
tinuous hospital residence, it is possible to have continuous records 
over a period of many years. It was obvious from our own experi- 
ences that many patients who left the hospital were eventually lost 
to us. By reference to the chart and table, one notices a progres- 
sive increase in negative responses as the years go by, the highest 
percentage of negatives in this unimproved group being 78.6 per 
cent at the end of 10 years. It is true that we followed the course 
of a small number of patients in the remission and improved group 
for the full 12-year period, but we did not figure out any percent- 
ages when there were less than ten patients available. In each in- 
stance we recorded the number of patients available for study at 
yearly intervals, but we felt that a statement of percentage in such 
small groups might not be convincing. We had to select some ar- 
bitrary minimum number from which to compute percentages. That 
number was 10. 
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Chart III—Clinical Condition and Spinal Fluid Cell Count 
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Clinical condition and spinal fluid Wassermamn reaction. (Chart 
II and Table 7.) The frequency of negative Wassermann reac- 
tions in the spinal fluid, prior to treatment, is appreciably less than 
the percentage of negative blood Wassermann reactions prior to 
treatment. 

In each of the three groups (remission, improved, unimproved), 
there is a progressive increase in the frequency of negative spinal 
fluid Wassermann reactions with the passage of time. In the 
group of patients who gained a remission, the increase was from 
1.3 per cent before treatment was started to 12.8 per cent at the end 
of the first year and to 84.2 per cent at the end of the sixth year. 
It is perhaps noteworthy to call attention to the fact that at the 
end of the sixth year the blood Wassermann reaction was negative 
in 57.8 per cent of the patients. 

The percentage of negative reactions in those patients who im- 
proved was 5.4 per cent at the end of the first year; it was 17.1 
per cent in the unimproved group and 2.6 per cent in the group that 
died. It seems therefore that comparative figures in the first year 
apparently carry no special significance. Comparative percentages 
of negative reactions at the end of the fourth year apparently show 
sufficient divergence to compel our attention. At the end of the 
fourth year the percentage of negative reactions in the remission 
group was 54.6, while in the improved group it was 27.8. It would 
appear, therefore, that among our own patients negative reactions 
at the end of a four-year period were twice as frequent in the re- 
mission than in the improved group. It is to be emphasized, how- 
ever, that in the unimproved group, at the end of four years, the 
percentage of patients showing a negative response was 42.6. When 
the figures for the negative and the reduced spinal fluid Wasser- 
mann reactions are combined, the percentages at the end of the 
sixth year are very close to one another (See Chart IT). 

Attention is invited to the 100.0 per cent negative reactions in 
the unimproved group, comprising 10 patients, at the end of nine 
years. 

The incidence of negative spinal fluid Wassermann reactions was 
consistently very low in the group that died. It would therefore 
appear from our figures that the prognosis is one of relatively 
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early fatality when the reactions are not favorably influenced. The 
spinal fluid Wassermann reaction appears to be a better prognostic 
cuide than the blood Wassermann reaction. 


Clinical condition and spinal fluid cell count. (Chart III and 
Table 8.) Among the patients who gained a remission the cell 
count of the spinal fluid progressed steadily and decisively to com- 
plete normality at the end of two years. In the remaining three 
groups the percentage of patients with normal cell counts at the 
end of two years was appreciably lower. With respect to cell count 
there is a very obvious diffrence in the four clinical groups. This 
is noteworthy, for example, at the end of four years. The percent- 
age of patients with normal cell counts was 100.0 in the remission 
group, 91.2 in the improved group, 84.9 in the unimproved group, 
and 64.3 in the group that died. 

Patients who remain unimproved exhibited a progressive decline 
in the cell count of the spinal fluid. Eventually all of the patients 
examined by us in this group had normal cell counts. 

It appears that here too there may be a helpful prognostie guide. 
Many of the patients who maintained an abnormal cell count dur- 
ing the early years following therapy had a fatal outcome, 

Clinical condition and spinal fluid globulin reaction. (Chart II 
and Table 9.) It was observed that during the early years follow- 
ing treatment, the percentage of patients showing a negative globu- 
lin reaction in the spinal fluid was consistently higher in the group 
of patients showing a remission than in the remaining three elini- 
cal groups. At the end of one year the percentages in the four 
groups were 39.2, 29.2, 21.9 and 9.7. The percentages occupied the 
same relative positions at the end of the fourth year. Beyond the 
fourth year, among those patients living, the percentage of patients 
showing a negative globulin reaction more nearly approximated 
one another. 

In each of the four clinical groups it was obvious that the globu- 
lin reaction failed to become negative as frequently as the cell 
count did. The highest percentage of negative globulin reactions, 
among the group of patients examined by us, occurred in the unim- 
proved group, in which it reached 81.0 per cent at the end of the 











94 SEROLOGY IN GENERAL PARESIS 


seventh year. The percentage of patients with a negative globulin 
reaction was relatively low in the group that died. 

Clinical condition and gold sol reaction. (Chart II and Table 
10.) Among the 315 patients examined by us a relatively low per- 
centage had a negative gold sol reaction prior to the introduction of 
treatment. In the group that gained a remission the percentage of 
negatives was 2.6; in the improved group it was 1.2; in the unim- 
proved, 2.2; and in those who died the percentage was 1.5. 

At the end of the first year of treatment, the percentage of nega- 
tive reactions, for each of the four clinical groups was 18.4 (remis- 
sion), 15.5 (improved), 14.3 (unimproved) and zero (dead). Anal- 
agous figures at the end of three years were 31.3, 42.6, 19.7, and 
28.6. 

In each of the clinical groups there was a decided increase in the 
frequency of negative gold sol reactions with the passage of time. 
Among those patients who achieved a remission there was a rise in 
negative responses from 2.6 per cent to 89.4 per cent (at the end 
of the sixth year). The incidence of negativity in the unimproved 
group was not as high, though it progressed from 1.2 per cent to 
45.4 per cent (at the end of the sixth year). These figures indicate 
that the percentage of gold sol reactions was approximately twice 
as high in the remission group as they were in the improved group 
(at the end of the sixth year). In Chart VI we have combined the 
percentages of low and negative gold sol curves. With this com- 
bination of percentages the figures for the three living groups more 
nearly approximate one another. 

It is perhaps interesting to note that among the 12 unimproved 
patients the percentage of negative gold sold reactions is high, 
namely 75.0, at the end of 10 years. 


2. Serology in Individual Forms of Treatment. 

Under this heading we have arranged Tables 11, 12 and 13 to in- 
dicate the serological changes at stated intervals under individual 
methods of treatment. The first method to which we refer is ma- 
laria, and in this group we include only those who had received no 
treatment other than malaria. Because the malarial treated pa- 
tients were the first to be treated by us, a much longer interval has 
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elapsed since treatment. The study comprised 117 patients who 
had received the malarial form of treatment. 

The second method, the statistical results of which appear in 
Table 12, are those referable to patients who had had tryparsamide 
and mereury. They were not given any other form of treatment. 
For this study an original list of 68 patients was available. 

The third method (Table 13) refers to patients who received 
fever therapy induced by an electrical apparatus. Many of these 
patients received tryparsamide and bismuth in addition to fever 
therapy. For present purposes we have considered all of these pa- 
tients together. The results of fever treatment with and without 
chemotherapy are given elsewhere in this report. 

Malaria (Table 11). For this study 117 patients were available. 
In the table they are divided into two large groups, those who 
showed clinical improvement and those who did not. Of the 68 
patients who showed clinical improvement there was a much higher 
rate of improvement, from the standpoint of serological results, 
than there was among the 49 patients who showed no improvement 
under malarial treatment. At the end of two years following ther- 
apy, of 19 patients studied, the blood Wassermann reaction was 
negative in 10.5 per cent of the patients who showed clinical im- 
provement, whereas there were no negative blood Wassermann 
reactions in those patients who did not show clinical improvement. 
Again, of the 15 patients who were regarded as clinically improved, 
and whose serology was known 12 years after the completion of 
malarial therapy, the blood Wassermann reaction was negative in 
80.0 per cent of the patients, whereas among the 10 patients who 
did not show any clinical improvement the blood Wassermann re- 
action was negative in 40.0 per cent of the patients. Although there 
are some exceptions, the same general trend of improvement was 
observed with regard to the spinal fluid Wassermann reaction. In 
reference to cell count, globulin, and gold sol curve, the same gen- 
eral trend again held true, although the differences are not so 
marked. 

Tryparsamide (Table 12). Of the 55 patients, receiving trypar- 
samide and examined at the end of one year following treatment, 











96 SEROLOGY IN GENERAL PARESIS 


28 of the patients were clinically improved, while 27 were unim- 
proved. Considering these two groups it may be seen that, at the 
end of the year, the blood Wassermann reaction was negative in 
32.2 per cent of the patients who improved and 29.6 per cent in 
those patients who failed to improve. At the end of a five-year 
period 11 patients were examined who were clinically improved and 
there were 15 patients who were unimproved. The percentages of 
negative blood Wassermann reaction in these two groups were 90.0 
and 20.0 respectively. This means that there was a notably 
decided difference in the blood Wassermann reaction, at the end of 
a five-year period, in favor of the patients who improved. Essen- 
tially the same trend of differences was observed in the two groups 
from the standpoint of the spinal fluid Wassermann reaction and 
the gold sol curve. 

It appears from a comparison of the data in Tables 11 and 12, 
that at a given period negative serological results are more fre- 
quently observed in patients treated by tryparsamide than in those 
treated by malaria. It has been our impression that patients 
treated with tryparsamide ordinarily do not show a progressive 
serological improvement as the years go by. The improvement is 
progressive during the first year or two of treatment; then there 
is a partial relapse from the standpoint of serology, which may last 
as long as three years, but which is again followed by progressive 
improvement. 

Electropyrexia. This group ineludes patients who were given 
fever therapy by an ultrahigh frequency apparatus. Some of the 
patients were treated by fever alone, while others had tryparsa- 
mide in addition. 

Of 73 patients, observed at the end of one year, the blood Was- 
sermann reaction, among the clinically improved patients, was neg- 
ative in 17.8 per cent of the patients, while it was negative in 14.0 
per cent of the 48 patients who had not shown any clinical improve- 
ment. At the end of four years, the percentages were 59.1 of the 
improved group and 18.2 of the unimproved. Likewise, of the two 
clinical groups, from the standpoint of the spinal fluid Wassermann 
reaction and the gold sol curve, the percentages of negative re- 
sponses were distinctly superior in the clinically improved group of 
patients. (Table 13.) 
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Serological results, observed under electropyrexial treatment, 
are superior to those seen in patients treated by malaria and by 
tryparsamide. We have comparable figures in each of the three 
treatment groups at the end of four years of observation. The 
percentages, referable to patients who gained clinical improvement 
are as follows: 


Type of Number of Negative blood Negative spinal fluid Negative 
treatment patients Wassermann Wassermann gold sol 
Malaria 14 28.6 57.2 57.2 
Tryparsamide 11 36.4 41.7 45.5 
Electropyrexia 22 59.1 63.6 77.3 


C. CoMPARATIVE SEROLOGY IN DirFERENT ForMs oF TREATMENT 

Charts IV and V and Tables 14 to 18 inclusive are made up of 
statistics showing serological results by years in the several forms 
of therapy. 

Blood Wassermann Reaction. By reference to Chart IV and 
Table 14, it may be seen that the blood Wassermann reaction 
tended towards negativity under each of the forms of therapy to 
which attention is called in this communication. During the early 
months of tryparsamide therapy the blood Wassermann reaction 
became negative in a far greater proportion of patients than it did 
in those patients treated by other measures. For example, at the 
end of three months, 40 per cent of the patients treated by trypar- 
samide had a negative blood Wassermann reaction whereas the 
percentage was 16.1 with malaria, 9.4 with electropyrexia and 
chemotherapy and 6.4 with electropyrexia only. At the end of six 
months tryparsamide held the same superior position. For the 
next few years however there was a steady decline in the percent- 
age of negative blood Wassermann reactions under tryparsamide 
therapy. There then followed a more or less progressive rise. 

At the end of three years the percentage of negative blood Was- 
sermann reactions in the group treated by electropyrexia and try- 
parsamide was 40.0, a figure that stood in strong contrast with 29.5 
under malarial therapy, with 18.7 under electropyrexia alone, and 
with 16.2 under tryparsamide alone. 
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At the end of seven years the percentage of negative blood Was- 
sermann reactions under malarial therapy was 68.4, while it was 
58.3 in those patients who received tryparsamide only. 

Serological results under electropyrexia alone were far less fa- 
vorable than they were when chemotherapy was combined with 
electropyrexia. Furthermore, it appears that any single method of 
treatment failed to give as good results as a combination of fever 
and chemotherapy. 
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Chart [V—Serology and Type of Treatment 


Spinal fluid Wassermann reaction. (Chart IV and Table 15.) 
Again it was observed that under modern forms of treatment the 
spinal fluid Wassermann reaction inclined in the direction of nega- 
tivity. At the end of the first year the Wassermann reaction was 
negative in 28.9 per cent of the patients treated by electropyrexia 
and tryparsamide; the figure under tryparsamide therapy was 
25.5; under electropyrexia only, it was 15.6; under malaria only, it 
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was 5.2. At the end of three years the percentages were 42.1, 27.8, 
18.7, and 40.5 respectively. 

It is interesting to note that after a period of seven years the 
percentage of negative spinal fluid Wassermann reaction was es- 
sentially the same, namely 85.7 and 90.0, under malaria] treatment 
alone and tryparsamide treatment alone. 

In most forms of therapy the spinal fluid Wassermann reaction 
was more favorably influenced than the blood Wassermann re- 
action. 
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Chart V—Spinal Fluid Cell Count and Type of Therapy 


Cell Count. (Chart V and Table 16.) Under each form of ther- 
apy reported herein, except that by electropyrexia alone, there was 
a rapid reduction of the cellular elements of the spinal fluid and 
the reduction was sustained throughout the period of observation. 
With electropyrexia alone there was a comparatively far smaller 
percentage of patients with normal cell counts in the spinal fluid. 

Globulin Reaction. (Chart IV and Table 17). Under each 
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method of therapy, the globulin reaction of the spinal fluid tended 
toward negativity. At the end of one year, the percentage of nega- 
tive globulin reactions was highest (56.5) among those patients 
treated by electropyrexia and tryparsamide; it was second high- 
est (42.0) in those treated by electropyrexia only; third highest 
in patients treated by tryparsamide only; and fourth (24.4) in 
those treated by malaria only. At the end of three years electro- 
pyrexia and tryparsamide combined still had the superior percent- 
age (63.1), while the remaining three forms of treatment had ap- 
proximately the same percentage of negative globulin reaction, 
namely about 41.0 per cent. 

Gold Sol Curve. (Chart IV and Table 18.) It is evident that 


among our patients, the gold sol curve was favorably influenced in 
all the forms of treatment employed. Again the best results were 
observed when electropyrexia and tryparsamide combined were 
used. At the end of one year the percentage of negative gold sol 
reactions was highest (42.5) in patients treated with electropyrexia 
and tryparsamide; it was next highest (16.5) in those treated by 
electropyrexia only; it was third highest (15.7) among those 
treated by tryparsamide only; and fourth (11.2) among those 
treated by malaria only. The comparable figures at the end of 
three years were 75.0, 15.4, 24.3, and 42.1, respectively. 


SUMMARY 


It is a finding, common to almost all investigators, that there is 
a decisive improvement in the serological reactions of the great 
majority of patients, apart from the particular method of therapy 
employed. The earliest serological changes occur in the cell count 
of the spinal fluid. Many feel that the reduction of the cell count 
is a reflection of a reduction of the intensity of the pathological 
neurological process. The globulin content of the spinal fluid also 
undergoes diminution, which, however, is slowly accomplished and 
ordinarily is not as frequently negative as the cell count is. Blood 
and spinal fluid Wassermann reactions likewise tend to become 
negative; the majority of reactions, however, do not gain a nega- 
tive state under four or five years following treatment. In general, 
the Wassermann reaction of the spinal fluid becomes negative be- 
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fore that of the blood. The gold sol curve is usually the last sero- 
logical reaction to be favorably influenced and very often there is a 
reduction in the height of the curve rather than a return to ne 
ative. 

Common also to many investigators, is the finding that serologi- 
cal improvement is in general independent of the clinical condition 
of the patient. In the early years after therapy, studies on serol- 
ogy do not lend themselves very accurately to prognostic considera- 
tions. However, a persistently positive serological ensemble is 
usually associated with an unfavorable clinical condition. 

It appears that the clinical] and serological outcomes are approxi- 
mately the same in patients treated by febrifacient agents or by 
chemotherapy. The arsenical preparation of choice is undoubtedly 
that belonging to the pentavalent series. It seems, also, that the 
preferable therapeutic method includes pyretotherapy and chemo- 
therapy. 


rn. 
5 


From the study of our own patients, we are in general agreement 
with the prevailing opinions of others. Our own observations 
cover a range of 12 years and lead to the following summary: 

1. Ten years after treatment, 75.0 per cent of 28 patients had a 
negative blood Wassermann reaction; 89.3 per cent of 28 patients 
had a negative spinal fluid Wassermann reaction; 100.0 per cent of 
26 patients had a normal cell count in the spinal fluid; 75.0 per cent 
of 24 patients had a negative globulin reaction; and 73.1 per cent 
of 26 patients had negative gold sol curves. 

2. Those patients who gained a clinical remission showed a 
higher percentage of negative serological reactions than the pa- 
tients in other clinical categories. We do not believe that serologi- 
cal information may be unqualifiedly used in the prognosis of in- 
dividual patients; it is valuable principally for comparing results 
in groups of patients. In our own experience, perhaps the safest 
time, if there is any, to estimate the future course of the patient’s 
condition, from the standpoint of serology, is three or four years 
after treatment has been started. 

3. With our group of 326 patients, the most favorable clinical 
and serological results were observed in those patients who re- 
ceived fever therapy, followed by chemotherapy. 
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SEROLOGY IN 


GENERAL PARESIS 


BLooD WASSERMANN REACTION 





























Time Percentage of patients 

relation Males Females All patients 
to Weakly Weakly Nega- Strongly Weakly Nega- 

therapy positive positive tive positive positive tive 

Before 14.8 9.1 5.0 78.9 13.0 8.1 

After 3.5 a 15.2 70.8 12.7 16.5 

4 year 25.0 6.5 20.4 63.0 19.2 17.8 

1% year 24.7 16.5 15.4 60.8 22.1 17.1 
1 year 29.5 23.6 14.6 56.6 27.6 15.8 
2 years 31.4 23.5 10.3 53.8 29.0 17.2 
3 years 30.5 24.0 16.0 46.1 28.7 25.3 
4 years 25.8 30.2 25.6 40.0 27.1 32.9 
5 years 29.0 29.4 47.1 28.1 29.2 42.7 
6 years 1.8 23.8 71.4 13.9 29.2 56.9 
7 years 44.4 28.6 64.3 12.2 39.0 48.8 
8 years 46.2 9.5 42.9 47.6 
9 years 28.6 57.1 15.0 25.0 60.0 

10 years 17.6 76.5 27.3 72.7 3.6 21.4 75.0 

11 years 31.6 9 8.0 24.0 68.0 

12 years 41.7 5.3 31.6 63. 

Number of Patients 

Before 22% 99 322 

After 223 99 322 

Wy year 204 93 297 

1 year 190 91 281 

1 year 183 89 272 

2 years 153 68 221 

3 years 128 50 178 

4 years 97 43 140 

5 years 2 34 96 

6 years 44 21 65 

7 years 27 14 41 

8 years 13 8 21 

9 years 14 6 20 

10 years 17 11 28 

11 years 19 6 25 

12 years 12 7 19 
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TABLE 2. SPINAL FLUID WASSERMANN REACTION 


























Time Percentage of patients 
relation Males Females All patients 
to Strongly Weakly Nega- Strongly Weakly Nega- Strongly Weakly Nega- 
therapy positive positive tive positive positive tive positive positive tive 
Before 89.1 9.9 1.0 90.0 10.0 0.0 89.4 10.0 0.6 
After 73.3 23.5 3.2 72.0 22.0 6.0 72.9 23.1 4.0 
4 year 59.5 36.1 4.4 60.0 27.4 12.6 59.7 33.3 7.0 
14 year 51.1 41.1 7.8 53.3 36.7 10.0 51.8 39.6 8.6 
1 year 42.9 45.7 11.4 49.4 41.6 9.0 45.1 44.3 10.6 
2 years 32.4 44.4 23.2 41.8 413.3 14.9 35.3 34.0 20.7 
3 years 28.4 41.7 29.9 43.7 42.9 22.4 30.1 42.1 27.8 
4 years 20.8 38.6 40.6 23.8 42.9 33.3 21.7 39.9 38.4 
5 years 14.5 38.7 46.8 13.9 33.3 52.8 14.3 36.7 49.0 
6 years 6.8 25.0 68.2 0.0 27.3 72.7 4.5 25.8 69.7 
7 years 4.0 12.0 84.0 7.7 fe | 84.6 5.3 10.5 84.2 
8 years 15.4 wad 76.9 15.8 10.5 73.7 
9 years 0.0 14.5 85.7 <r er er 5.0 10.0 85.0 
10 years 0.0 11.8 88.2 9.1 0.0 90.9 3.6 7.1 89.3 
11 years 5.3 10.5 84.2 cece err bse 4.0 8.0 88.0 
12 years 8.3 0.0 91.7 5.3 0.0 94.7 








Number of Patients 








Before 22 100 321 
After 22 100 32 
Y year 205 95 300 
\% year 190 90 280 
1 year 184 89 273 
2 years 151 67 218 
3 years 127 49 176 
4 years 96 42 138 
5 years 62 36 98 
6 years 44 22 66 
7 years 25 13 38 
8 years 13 6 19 
9 years 14 6 2 
10 years 17 11 28 
11 years 19 6 25 


12 years 2 7 19 
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SEROLOGY IN GENERAL PARESIS 


TABLE 3. 


SPINAL FLUID CELL COUNT 




















Time Percentage of patients 
relation Males Females All patients 
to Increased Normal Increased Normal Increased Normal 
therapy cell count cell count cell count cell count cell count cell count 
I taiatg 400,510 e ese ale ae capaci 74.4 25.6 73.0 27.0 74.0 26.0 
RN SSE tesiais Aine ws eens 28.7 71.3 19.0 81.0 25.7 74.3 
NON occ cinacabiaecnes.e nels 18.0 $2.0 9.7 90.3 15.4 84.6 
ere eee ee re rer 18.7 81.3 11.2 88.8 16.4 83.6 
BENE) lapa:tacs n'y: a1 Ors -é a alae diece 21.0 79.0 8.4 91.6 a.2 82.9 
ee eer rer 17.8 82.2 10.6 89.4 15.6 84.4 
aoe R ands mee wen en aed 15.6 84.4 10.9 89.1 14.4 85.6 
DES giathen. die tienes eet 12.8 87.2 9.8 90.2 11.9 88.1 
cares odialabieiate oiaia er weave 6.3 93.7 14.3 85.7 9.2 90.8 
RU copa ela dase Wier aneieibiaidrs aca 4.8 95.2 0.0 100.0 3.1 96.9 
EEO Te eee re 12.0 88.0 0.0 100.0 8.1 91.9 
CASS sports itr Tok 92.9 5.3 94.7 
MODE, oori is biidiaisin ie ines duindare 7.1 92.9 a er 5.3 94.7 
IND ic. wncnd Meehan namie 0.0 100.0 0.0 100.0 0.0 100.0 
eer ee ori ee 0.0 100.0 0.0 100.0 
IN i ralciexiis nerds Adie-n asia eiaete 8.3 91.7 5.3 94.7 
Number of Patients 
a iceteh csiaie eo .auvednerkcoinscesene 223 100 323 
NE Tink Wien okie 4.6 siaind.adbioeveinans 22% 100 32: 
EE eda sel basis sce see cane 205 93 298 
INN ochre cilry colar pi er aleine dne.blaaiar 192 89 281 
NE oo arate acaidin rein acasdosiere sen ees 186 83 269 
BN dine cKe.ci6.s- dc naaiew.camose 152 66 218 
MRE hake cis aco sasavee euisresiae 135 46 181 
Be FORIS cs ic ccieccsccesccewses 94 41 135 
D PORE sc cecccccccscccontens 63 35 98 
REE nig Gein es aja desimpmasiacns 42 22 64 
PE a aera win dies ewraeresiareiaie's , 25 12 37 
ae i widivie sia aibio:o.o:8 wales 14 5 19 
PN psa cesinikiccceeviawenens 14 5 19 
a Ee re ee 16 10 26 
Oe ee ere rare 17 23 
IN aw ok Caen sbi wiseb teas 12 7 19 
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TABLE 4. SPINAL FLUID GLOBULIN REACTION 























Time Percentage of patients 
relation Males Females All patients 
to Over Nega- Over Nega- Over Nega- 
therapy 1 plus 1 plus tive 1 plus 1 plus tive 1 plus 1 plus tive 
Before 68.1 28.8 3.1 68.7 24.2 7.1 68.3 27. 4.3 
After 46.5 42.0 11.5 43.5 35.3 21.2 45.6 40.0 14.4 
1% year 31.4 53.9 14.7 39.8 31.2 29.0 34.0 46.8 19.2 
\% year 29.8 48.4 21.8 31.8 44.4 23.9 30.4 47.1 22.5 
1 year 27.8 49.2 23.0 26.4 37.9 35.7 27.4 45.6 27.0 
2 am 27.0 36.5 36.5 28.1 42.2 29.7 27.3 38.2 34.5 
3 years 20.8 37.6 41.6 29.6 31.8 38.6 23.1 36.1 40.8 
4 years 11.6 47.4 41.0 26.2 26.2 47.6 16.1 40.9 43.0 
5 years 17.4 28.6 54.0 23.5 17.7 58.8 19.5 24.8 55.7 
6 years 5.0 25.0 70.0 5.0 25.0 70.0 5.0 25.0 70.0 
7 years 0.0 25.9 74.1 0.0 23.1 76.9 0.0 25.0 75.0 
8 years 0.0 30.0 70.0 0.0 16.7 83.3 0.0 25.0 75.0 
9 years 15.4 23. 61.5 0.0 14.3 85.7 10.0 20.0 70.0 
10 years 21.4 14.3 64.3 0.0 10.0 90.0 12.5 12.5 75.0 
11 years 16.6 27.8 55.6 0.0 14.3 85.7 12.5 20.8 66.7 
12 years if 38.5 53.8 0.0 5.0 30.0 65.0 
Number of Patients 
Before 22 99 325 
After 22 99 325 
4 year 204 93 297 
% year 188 88 276 
1 year 187 87 274 
2 years 156 64 220 
3 years 125 44 169 
4 years 95 42 137 
5 years 63 34 97 
6 years 40 2 60 
7 years 27 13 40 
8 years 10 6 16 
9 years 13 7 20 
10 years 14 10 24 
11 years 18 24 
12 years 13 7 20 
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SEROLOGY IN GENERAL PARESIS 




















TABLE 5. GOLD SoL CURVES 
Time Percentage of patients 
relation Males Females All patients 
to High and High and High and 
therapy medium Low Negative medium Low Negative medium Low Negative 
Before 89.2 9.0 1.8 93.5 4.3 2.2 90.5 6.5 3.0 
After 81.5 14.4 4.1 89.2 6.5 4.3 83.8 12.1 4.1 
4 year 74.0 19.1 6.9 86.9 9.5 3.6 77.8 16.3 5.9 
1% year 69.3 23.3 7.4 79.5 14.5 6.0 72.4 20.6 7.0 
1 year 62.1 23.1 14.8 67.5 20.5 12.0 63.7 22.2 14.0 
2 years 48.3 24.2 27.5 66.1 17.8 16.1 53.6 22.3 24.1 
3 years 43.9 21.0 35.1 57.1 26.2 16.7 47.3 22. 30.3 
4 years 42.2 22.2 35.6 55.2 15.8 29.0 46.1 20.3 33.6 
5 years 27.1 15.3 57.6 36.4 18.2 45.4 30.5 16.3 53.2 
6 years 12.2 14.6 73.2 11.8 17.6 70.6 12.1 15.5 72.4 
7 years 19.2 15.4 65.4 18.2 9.1 72.7 18.9 13.5 67.6 
8 years 15.4 tof 76.9 20.0 0.0 80.0 16.7 5.6 77.7 
9 years 30.8 0.0 69.2 23.5 0.0 76.5 
10 years 17.7 11.8 70.5 11.5 15.4 73.1 
11 years 10.6 15.8 73.6 7.6 19.3 73.1 
12 years 0.0 16.7 83.3 0.0 16.7 83.3 
Number of Patients 
Before 222 93 315 
After 222 93 315 
4 year 204 84 288 
1% year 189 83 272 
1 year 182 83 265 
2 years 149 62 211 
3 years 123 42 165 
4 years 90 38 128 
5 years 59 33 92 
6 years 41 17 58 
7 years 26 11 37 
8 years 13 5 18 
9 years 13 4 17 
10 years 17 9 26 
11 years 19 7 26 
12 years 12 6 18 
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TABLE 6. CLINICAL CONDITION AND BLOOD WASSERMANN REACTION 























10 
14 
12 
11 


years ..... 


Time 
relation Percentage of negative reactions 
to Remission Improved Unimproved Dead 
therapy Reduced Negative Reduced Negative Reduced Negative Reduced Negative 
Before apie 12.2 er 6.4 eee” 3.2 ree 11.9 
BEE ocdscae 18.3 20.7 12.8 10.3 11.6 13.7 7.5 22.4 
4 year ..... 24.4 26.9 20.3 14.8 17.2 10.4 13.8 20.7 
i year ..... 27.8 24.1 22.5 12.7 20.2 14.3 14.9 17.0 
S| See 31.3 21.2 34.3 12.8 20.5 14.4 23.1 12.8 
2 years ..... 28.3 21.7 46.8 16.1 21.3 16.0 8.3 12.5 
3 years ..... 26.0 30.0 34.7 36.7 25.8 15.1 30.8 15.4 
4 years ..... 26.4 34.2 34.2 39.5 25.9 25.9 10.0 30.0 
5 years ..... 32.3 41.9 22.7 50.0 30.6 38.8 
6 years ..... 21.1 57.8 20.0 53.3 42.8 53.6 
7 years ..... 25.0 50.0 eer sso 45.5 50.0 
8 years ..... er ee jimie rer 41.7 50.0 
9 years ..... enti eee pene ver 20.0 70.0 
10 years ..... ee rer rer eee 21.4 78.6 . . 
1] years ..... . 33 58.4 
2 Years ..... 27.3 63.6 R ‘ 
Number of Patients 
Before ‘ i ‘ = 
TNE 0. cis ih esicake 82 78 95 67 
| ae 78 74 87 58 
Me FORE o.cs0 79 71 84 47 
ere ‘ 80 70 83 39 
2 YORTS occ 60 62 75 24 
3 years ..... 50 49 66 13 
6 FORD 2000. 38 38 54 10 
DS FORTS 2200 31 22 36 
GO YORE ..0 19 15 28 
+ FO veces 12 7 22 
S YORTS 2.20. 3 12 
9 
10 
11 5 


6 
FOOMS .220: 6 
8 
7 


ant > 
eo oooows 


——s 
bo 
<j 
re) 
ro 
-— 
w 
o 
ot) 
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TABLE 7. 


CLINICAL CONDITION AND SPINAL FLUID WASSERMANN REACTION 





SEROLOGY IN GENERAL PARESIS 











Time 
relation 
to 
therapy 


Remission 





Percentage of negative reactions 
Unimproved 
Reduced Negative Reduced Negative Reduced Negative Reduced Negative 


Improved 


Dead 














BGIORO  « <2s\-' 1.3 0.0 Lt Rieter 0.0 
EOE icacece 26.2 7.5 28.8 0.0 20.8 6.3 15.4 1.5 
BE FOOF 2.200. 35.4 10.1 44.8 2.6 26.7 11.1 25.5 1.8 
Te OOP i ics5. 44.9 12.8 50.0 2.7 31.7 13.4 28.3 2.1 
BORE feisis ces 51.3 12.8 56.8 5.4 34.1 17.1 28.2 2.6 
2 years ..... 52.5 29.5 54.2 18.7 44.6 16.9 20.0 8.0 
3 years ..... 50.0 34.6 44.7 34.0 40.0 23.3 17.6 5.9 
@ Years 2240. 37.8 54.6 52.8 27.8 35.2 42.6 27.3 0.0 
© FOarTs. ..... 26.7 70.0 47.6 28.6 40.0 50.0 si 
G years ..... 5.3 84.2 35.3 58.8 30.8 69.2 cece ee 
7 years ..... 8.3 83.4 , 10.0 85.0 ee eee 
So FORTS ..... 10.0 90.0 as o- 
O years ..... . 0.0 100.0 eoee oe 
10 Fears 202. m 7.2 92.9 ‘ani 
Tk years ..... 8.3 83.4 . . 
12 years ..... ‘ 9.1 90.9 ‘ 
Number of Patients 
Before ence 80 80 96 65 
PEROT. a:aeisieiee 80 80 96 65 
| ee 79 76 90 55 
im year ...... 78 74 82 46 
E FORE scares 78 74 82 39 
2 years .. 61 59 83 25 
3 years ..... 52 47 60 17 
@ YOOrs 2.24% 37 36 54 11 
OS FOOT 2.6.5 30 2 40 7 
6 Fears 2.2... 19 17 26 4 
4 FORTS 2.0 12 6 2 0 
8 years ..... 4 4 10 1 
9 YOOIMS .cc0 5 5 10 0 
EO FORTS .05s5 f 7 14 0 
Tt years ..... 7 6 2 0 
aa yours .... 4 4 11 0 
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TABLE 8. CLINICAL CONDITION AND SPINAL FLUID CELL COUNT 











Time relation Percentage of patients with normal cell count 
to therapy Remission Improved Unimproved Dead 
PEE hcaccceceteceas eunavane 30.5 19.2 22.9 32.8 
BIO vctrriicisssensaseeseaae 90.2 70.5 70.8 64.2 
UW, YOAF ccccccccccccccccccces 97.5 85.3 83.3 67.2 
Uy YOEAT ccccccccccccccccccces 98.7 79.7 84.0 64.6 
1 YOAT ccceccccccvccccccccee 92.3 87.3 80.0 62.5 
BOOM co icxncenawe ss sadsee'en 100.0 83.3 76.4 73.1 
3 YORTS oc cccccccccccccesscce 100.0 87.7 77.1 70.6 
A VEDTE ccrccccccccsccccceces 100.0 91.2 84.9 64.3 
BS FOOD ccc cece cescvesesecic 96.8 100.0 84.2 
GC FORTS cscs scsvcvesesccesece 95.0 100.0 95.8 
T YOOIB .ccccccwsccccccccccce 91.7 oven 94.7 
B FORTS cc ccccsecessccccceesee ocee ese 90.9 
D VORTS .ccvcsscccceseesocses ° cose ° 
10 YORTS cecssvvsvessccceseces cece eee 100.0 
1] YOATS ..ccccccccccccvccccces coe ove 100.0 
ID FORRES: cccccescsccecsiessscce aan er 100.0 





Number of Patients 





PD Sieiccaghe shaesceresans 82 78 96 67 
EE sc taseranoneeedesawanee 82 78 96 67 
OE consis sniesa een eens 81 75 84 58 
Be FONE cee cdsaceeseaccsecedus 78 74 81 48 
RE badkcdcaseneeeamede was 78 71 80 40 
© PE kacacdsnsecadicbaiwane 60 60 72 20 
S FORD vccncsecvcscccesccese 46 57 61 17 
PO eines ddesraseneseaara 34 34 53 14 
DR a ccv ances aw as aa ba ann 31 20 38 9 
Ec tacrdusiecusnkasenees 20 15 24 5 
PD wascucabanen 6 sudeeawe 12 6 19 0 
Pl cece eae eeadeensons 5 2 11 1 
EY Scckusatedcseceeunees 6 4 9 0 
PN .c6didcheeaekekenedes 8 5 13 0 
ED ke: uichind wna bin digas ean 8 5 10 0 
a ee ae 5 4 10 0 
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TABLE 9. CLINICAL CONDITION AND SPINAL FLUID GLOBULIN REACTION 

















Time relation Percentage of patients with negative globulin reaction 
to therapy Remission Improved Unimproved Dead 
POND ako tccitentacecsicvesovs 6.2 2.5 5.3 2.9 
PE ote 6 aelbis o.dabssedie sions 18.5 11.0 15.9 a3.7 
BE GORE kins cide cadences evens 27.8 17.3 i 2 Bf 12.1 
BE YOO .cccccccsccccsvccccses 35.5 20.6 21.0 6.5 
DEMON iv iknecwsiccanindesaioveinns 39.2 29.2 21.9 9.7 
BD FORD ci cccissiocsccccvveses 54.0 36.7 22.5 15.4 
SB FORD cece cssccsccscesesess 68.1 36.2 26.2 28.6 
D VOOTS 2 nc cccccccccccccccce's 61.1 46.0 32.1 27.2 
D FORTS vin cc cscsiicscerswecses 77.5 45.0 50.0 
GO FORT ccc ccscsrccccccsecees 61.1 66.7 80.0 
7 YORI ies ccc sasieweesseevcee 69.2 81.0 
REE anak sic thease ceeeees 80.0 
D FORTS cc cicceccsscsccscecese 72.7 
10 YOATS 2... ccccccccccccseccs 76.9 
TE FONE: 550.00 cs de sedewssiencs 70.0 
UZ YOATB ..ccccccccccccccvcece 75.0 





Number of Patients 





ere re Terre ere re 81 82 
BE os desea wisdabaneace sedans 81 82 
Th PERF cc ccccdecccccsccccoces 79 75 
Be PORE occ ccd sievdecacevesoes 76 73 
D PORE 6 io:a5.00 5.0.6. 0b0 0 0sc0cis ce 79 72 
BD FOOT oc ceccssisecscescoses 63 60 
POE swiss bbs ne wiensinscieeme 47 47 
Z YORTS occccccsccccccccceces 36 37 
NE sind ccd cn eh eemoeee 31 21 
ne ee 18 15 
Be I 6iia se canveuweecemes 13 6 
DB FORD cccnrcccccccscccesccs 4 4 
NE a ciaiccwccsisisiseeeeecaes 5 4 
EO FORTE ccccsscicccovssesoeees 4 
MND oe Sicscbieee suidisdicdiocnen 7 
a eee ee ee 4 


68 
68 
58 
46 
41 


26 


eseeoeoeosoesesgewnén @ 
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TABLE 10. CLINICAL CONDITION AND LOW OR NEGATIVE GOLD SOL REACTION 

















Time 
relation Percentage of patients 
to Remission Improved Unimproved Dead 

therapy Low Negative Low Negative Low Negative Low Negative 
Before .ssccs 11.5 2.6 9.0 1.2 8.5 2.2 0.0 1.5 
CC ee 14.1 Ta 9.0 5.1 10.6 3.3 15.4 0.0 
4 year ...... 20.8 6.5 12.3 6.9 15.7 2.4 16.4 9.1 
14 year .....- 21.1 10.5 95.3 9.9 19.8 4.9 13.6 0.0 
1 year ...... 21.0 18.4 25.4 15.5 22.6 14.3 17.6 0.0 
2 years ..... 25.8 30.6 25.0 30.4 21.4 17.1 8.7 13.0 
3 years ..... 33.3 31.3 17.0 42.6 93.9 19.7 0.0 28.6 
4 years ..... 20.6 52.5 53.3 36.4 15.7 21.6 

5 years ..... 3.8 75.9 26.3 31.6 15.8 47.4 

6 years ..... 5.3 89.4 36.4 45.4 16.0 72.0 

7 years ..... 7.7 76.9 osee ese 15.8 63.2 . 

§ years ..... eas wre een oarecs 0.0 80.0 

9 years ..... sce 
10 years ..... bees beim er eees 8.3 75.0 
1] years ...+. aaaw rer Tr rer 7.7 84.6 
12 years ..... err oo bi rer 20.0 80.0 








Number of Patients 








BOTOTO 2.00 0-0% 78 78 94 65 
BE scknvex 78 78 94 


65 
7 SORE. 060a% 77 73 3 55 


He Year .scses 76 7] 81 44 
S| ee 76 71 84 34 
FORTS 68s 62 56 70 23 


years ..... 48 47 56 1 


Le) 


YOOTS 2.20% 34 33 51 


ee 29 19 38 


FORTE vecee 55 


oowonrnsn a - Ww 
ta te 
@ 
roc) 
pant 
@ 
— 
© 
oe 
bo _ 
— i) 
So on 


FOS ssicaa 


a) 

On 

_ 

© 
coo cr CO WOK CO 


ran - 
— 
I 


12 years . 
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TABLE 11. 


PERCENTAGE OF PATIENTS WITH NEGATIVE SEROLOGY BY YEARS 


SEROLOGY IN GENERAL PARESIS 





A. MALARIAL TREATMENT 








Years since 


Number of 





Clinically Improved Patients 


Blood 


Spinal fluid 























malaria patients Wassermann Wassermann Cells Globulin Gold sol 
1-2 19 10.5 5.3 100.0 42.1 15.8 
2-4 14 28.6 57.2 100.0 42.9 57.2 
4-7 20 55.0 95.0 95.0 75.0 75.0 
7-12 15 80.0 100.0 86.7 73.3 73.3 
Clinically Unimproved Patients 
1-2 12 0.0 o 66.7 we 8.3 
2-4 13 23.1 23.1 69.2 38.4 30.8 
4-7 14 35.7 57.2 85.7 42.8 50.0 
7-12 10 40.0 70.0 100.0 70.0 90.0 
TABLE 12. PERCENTAGE OF PATIENTS WITH NEGATIVE SEROLOGY BY YEARS 


B. 


TRY PARSA MIDE 








Clinically Improved Patients 














Years since Number Blood Spinal fluid 

tryparsamide of patients Wassermann Wassermann Gold sol 
28 32.2 28.6 21.4 

2 20 10.0 26.3 33.3 

3 12 25.0 33.3 36.4 

4 11 36.4 41.7 45.5 

5 11 90.9 81.8 90.0 

Clinically Unimproved Patients 

1 27 29.6 18.5 10.7 

2 23 4.4 13.0 37.5 

3 20 20.0 15.0 30.0 

4 17 11.8 18.8 16.7 

5 15 20.0 33.3 40.0 
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-9ERCENTAGE OF PATENTS WITH NEGATIVE SEROLOGY BY YEAR 


ELECTROPYREXIA ALONE AND WITH CHEMOTHERAPY 
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S 








Years since 





Clinically Improved Patients 


Number Blood Spinal fluid 



































treatment of patients W assermann Wassermann Gold sol 
1 73 17.8 19.2 34.2 
2 48 31.3 41.6 54.0 
3 38 47.4 47.4 63.2 
4 22 59.1 63.6 77.3 
Clinically Unimproved Patients 
1 43 14.0 11.6 11.6 
2 37 8.1 18.9 24.3 
3 33 18.2 30.3 33.3 
4 22 18.2 40.9 40.9 
TABLE 14. BLOOD WASSERMANN REACTION IN RELATION TO TYPE OF THERAPY 
Time Percentage of patients 
relation Malaria Tryparsamide Electropyrexia Electropyrexia and 
to only only only tryparsamide 
therapy Reduced Negative Reduced Negative Reduced Negative Reduced Negative 
ee , 12.7 ; 14.5 7 0.0 sie 0.0 
BUI 045.0805 9.3 14.0 12.9 41.9 4.7 4.6 1.8 8.9 
UY YeOr 2.2000 13.6 16.1 11.7 40.0 0.0 6.4 5.7 9.4 
Se FORE 260 16.8 15.9 12.5 41.1 1.5 4.5 2.0 14.3 
A VORP. osccs 16.9 15.7 21.1 30.8 0.0 9.1 2.3 25.0 
Te 22.6 i eg 40.9 9.1 4.0 12.0 5.9 41.2 
S FORM. veces 29.5 29.5 43.2 16.2 6.3 18.7 0.0 40.0 
4 years ..... 16.7 44.4 50.0 15.4 7.7 30.8 
SD years ..... 17.2 55.2 36.4 45.4 
G6 years ..... 12.5 75.0 36.8 57.9 ° 
4 FORTS 2440 21.1 68.4 33.3 58.3 . 
Number of Patients 
DATO 2ecc00s 150 62 86 56 
After 150 62 86 56 
3 JOOP i noc 118 60 78 53 
. i er 107 56 66 49 
I year... 89 52 44 44 
2 years .. 62 44 25 34 
3 years ..... 44 37 16 15 
4 years ma 36 26 13 ‘ 
5 years om 29 22 _ ae 
G years ..... 24 19 , sa 
7 YOOTS ..... 19 12 
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TABLE 15. SPINAL FLUID WASSERMANN REACTION 
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IN RELATION TO TYPE OF THERAPY 















































Time Percentage of patients 
relation Malaria Tryparsamide Electropyrexia Electropyrexia and 
to only only only tryparsamide 
therapy Reduced Negative Reduced Negative Reduced Negative Reduced Negative 
MIONGTO 6.40000 és 1.6 : 0.0 0.0 0.0 
re 19.0 1.6 30.6 11.3 3.0 3.5 10.7 3.6 
26 FORT 20004. 26.5 3.3 27.9 21.3 1.3 10.2 7.6 7.5 
Me YORE .220+% 30.6 4.6 38.3 20.0 4.6 2.3 8.2 10.2 
ere 47. 5.2 39.2 25.5 0.0 15.6 2.2 28.9 
2 years ine 44.4 17.5 35.6 22.2 4.0 20.0 6.9 44.8 
fo FORO s6.00 35.7 40.5 38.9 27.8 6.3 18.7 5.3 42.1 
4 years ..... 32.4 56.8 34.4 34.4 16.7 58.3 ° , 
o FOOM cas. 13.5 73.0 34.6 46.2 wae e A 
G Years .22.. 20.0 76.7 22.7 68.2 ee tetas ecm 
1 YOOTS 2.25. 9.5 85.7 0.0 90.0 meee ue : 
Number of Patients 
ee 153 62 86 56 
CS rrr 153 62 86 56 
ae 121 61 78 53 
tm FOOT os200% 108 60 65 49 
Eb FORE oiaces 97 51 45 45 
2 years ..... 63 45 25 29 
3 years ..... 2 36 16 19 
& Years 2... 37 32 12 oe 
& FORTS 22... 37 26 oe os 
S FORTS ...\0 30 22 er oe 
© ROE 5400 21 10 is a 
TABLE 16. NORMAL SPINAL FLUID CELL CouNT IN RELATION TO TYPE OF THERAPY 
Times Percentage of normal cell counts 
relation Electropyrexia 
to Malaria Tryparsamide Electropyrexia and 
therapy only only only tryparsamide 
NR sina cantes canted ameeels 378 29.0 22. 21.6 
BETES tit Grainachnceacaweneaes 76.7 as 64.0 84.3 
4 year .. ee eee 93.2 85.5 66.7 87.7 
I criiaecnac aia aiaie hae bikie . 92.2 89.7 58.3 95.5 
eG sieig.cl civiaceladisencbumiacs 92.3 83.7 58.3 88.4 
a eae 91.8 95.1 52.0 92.9 
BI i oiks. d1e 0 oien9:6/0-: ne 92.5 93.9 58.8 88.9 
EIN wks targus beta id dstarsvbi 97.2 93.1 77.8 ee 
arg pects 100.0 100.0 77.8 einen 
NE ostst bckaiecasis are er 100.0 95.5 Sime reer 
ere , 94.1 100.0 pects wine 
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Number of Patients 


WOlOIS cc cccvescveceseneoers 150 62 86 51 








ee en ee ee 150 _ 86 51 
V7.) 118 62 66 49 
ae 102 58 60 44 
1 year wns cece cece eeeeees 91 49 48 3 
2 VEATS oo. cee eeeeeevevees 61 41 25 28 
3 VEATS .. cere eseceecceees 40 33 117 18 
4 VOATS cece eee ere eeeeeeees 36 29 9 

5 YCATS .cceccccccccscccees 29 25 9 

G YOEATS 2... e cece cece eeees 28 22 

T YOATS ..cccccccsccccccees 7 11 








TABLE 17. SPINAL FLUID GLOBULIN REACTION IN RELATION TO TYPE OF THERAPY 

















Time Percentage of patients 

relation Malaria Tryparsamide Electropyrexia Electropyrexia 
to only only only and tryparsamide 

therapy 1plus Negative 1 plus Negative lplus Negative 1 plus Negative 

DOR 66.0000 17.6 5.9 22.2 1.6 43.7 19.5 35.1 9.3 

ae 19.6 10.5 rr cnee 64.3 25.3 62.9 20.4 

WY year ...... 25.0 20.8 32.8 32.8 54.6 26.7 49.0 43.1 

VW year ....6- 35.0 19.6 47.1 30.2 46.8 30.6 43.7 54.2 
1 year 2.200. 33.3 24.4 43.3 39.6 42.0 42.0 41.3 56.5 
2 YCGQTS 2.05. 41.2 27.4 34.1 45.5 34.8 47.4 31.0 65.5 
SB FORTS «000: 27.5 42.5 22.9 40.0 41.2 41.2 31.6 63.1 
© FOR 2000 21.6 59.5 27.6 37.9 50.0 50.0 cove 

5 YORTS 2.00 13.3 70.0 17.4 52.2 : 

6 years ..... 26.1 65.2 21.7 73.9 ‘ 

F FORD ccc 20.0 80.0 
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OND onc x ens 153 63 87 54 
ME oacnkeae 153 oe ee 54 
ee 120 61 75 51 
% year ..... ‘ 97 53 62 48 
2 ee 90 53 50 46 
B FORE so ces 51 44 23 29 
3 years ..... 40 35 17 19 
a 37 29 12 
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6 years ..... 2 23 i ‘ 
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TABLE 18. GoLp Sou REACTION IN RELATION TO TYPE OF THERAPY 











Time Percentage of patients 

relation Malaria Tryparsamide Electropyrexia Electropyrexia 
to only only only and tryparsamide 

therapy Low Negative Low Negative Low Negative Low Negative 

POTOO on. cca se 2.9 0.0 3.3 0.0 32.5 2.5 21.8 3.6 

(eee eee 9.4 1.5 wae re 30.1 10.9 32.8 9.1 

_ eee 9.8 5.9 11.9 1.7 35.4 12.9 48.0 12.0 

er 11.4 9.1 9.3 7.4 39.5 15.1 46.7 8.9 
| ae 13.8 11.2 9.8 15.7 28.5 16.5 35.0 42.5 
B FORTS 2.0. 8.6 29.3 24.4 26.8 14.3 23.8 22.2 59.3 
3 Years ..... 15.8 42.1 21.2 24.3 15.4 15.4 20.0 75.0 
* POGR 2... 19.4 52.8 17.9 28.6 9.1 45.5 

S years ..... 9.7 77.4 10.0 55.0 

G years ..... 3.6 89.3 5.9 88.2 

4 FORTS n6<00 5.6 77.8 0.0 100.0 





Number of Patients 





BerOre 0000 138 60 83 55 
ROE asnccices 138 ~ 83 55 
ME FOOT ....ce 102 59 79 50 
Se POOP ac 25 88 54 66 45 
eee 80 51 49 40 
S YOOTS 22... 58 41 2 27 
3 PORTS... 38 33 13 20 
4 years ..... 36 28 11 

@ FOR 22.2% 31 20 

6 years ..... 2 17 

7 FORD vcc0 18 10 











INTRAVENTRICULAR MENINGIOMAS 


(Choroidal Fibroblastomas* ) 
BY ARMANDO FERRARO, M. D., AND JOSEPH SIRIS, M. D., 


(From the Department of Neuropathology, New York State Psychiatrie Institute and 


Hospital, New York City, N. Y.) 

Descriptions of intraventricular meningiomas are rarely encoun- 
tered in medical literature. A growing recognition of this type of 
lesion has, however, been apparent in recent years, during which 
time a small number of these neoplasms has been observed at the 
operating and postmortem tables. The authors of this article wish 
to call attention to this unusual site for meningeal tumors and to 
record an instance of such a lesion encountered in their own ex- 
perience.** 

Among the earliest of the recorded cases was that reported by 
Hosoi’ in 1930. This observer described a psammomatous men- 
ingioma occupying the body and posterior horn of the right lateral 
ventricle. This neoplasm was found to be in close relationship to 
the choroid plexus. In addition the particular brain showed mul- 
tiple dural nodules and multiple angiomas of the cerebral cortex. 
The histological picture of the former lesions was similar to that 
of the intraventricular tumor. The patient in this instance was a 
34-year-old woman who suffered from episodie depressions, dizzy 
spells and ‘‘pressure’’ in the head for three years. The neurologie 
status, apart from the mental condition, was normal. The disclo- 
sure of the tumor was an accidental finding at necropsy. Death 
had followed 24 hours after a cholecystectomy. 

Bailey and Buey’ in 1931 recorded the removal of a left occipital 
meningioma of the fibroblastie type in a girl of 14. The tumor was 
“followed inward to a depth of about 5 em., when the lateral ven- 
tricle was entered. It was then apparent that the tumor formed a 
part of the lateral wall of the ventricle and that the choroid plexus 


*Presented before the American Association of Neuropathologists, Atlantic City, N. J., June 
3, 1937. 


**We are indebted to the late Dr. C. Floyd Haviland, former superintendent of the Manhattan 


State Hospital, for permission to use the material of the case herein reported. 
#Since this study was undertaken, Dr. Bailey, at a meeting of the American Association of 
Neuropathologists (June 5, 1937) saw fit to remove this neoplasm from the group of intraven- 


tricular meningiomas, noting that subsequent study showed the tumor to be derived from the con- 
vexity leptomeninx. 


JAN.—1938—hn 
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was adherent to its surface.’’t This patient had suffered from 
headaches for three years, amblyopia for one year and vomiting 
for three weeks at the time she sought surgical relief. Mxamina- 
tion disclosed amaurosis of the left eye, retention of light percep- 
tion in the right eye and two diopters of papilledema. X-ray of 
the skull showed a thickening of the inner table in the left parieto- 
occipital region. Ventriculography disclosed ‘‘a displacement of 
the left lateral ventricle downward and forward and a shift of 
both ventricles toward the right.’’ This patient was materially 
benefited following complete removal of the tumor at a secondary 
craniotomy. 

Roscher® in 1933 described a case of meningioma of the right 
lateral ventricle occupying chiefly the occipital horn. This, too, 
was of the fibroblastic type and was described as arising from the 
choroid plexus. The patient in this instance was a 48-year-old 
woman suffering from headaches and weakness of the left extremi- 
ties for one year. Examination disclosed two diopters of papil- 
ledema, left hemiparesis, hyperflexia and hemihypesthesia. Ven- 
triculograms showed enlargement and a shift to the left of the left 
lateral ventricle. The right lateral ventricle was obliterated. The 
patient died toward the end of a craniotomy. 

De Busscher* in 1935 recorded a psammomatous meningioma in 
the right occipital horn, presumably growing from the choroid 
plexus. His patient was a woman of 33, who complained chiefly 
of nocturnal headaches of one and a half years duration. Exam- 
ination revealed right hyposmia, bilateral papilledema, right tri- 
geminal hypesthesia and left hemiparesis, hyperreflexia and hemi- 
hypesthesia. Headache and papilledema improved for a short 
time following a decompressive operation. Death followed one 
month postoperatively. 

De Busscher in his report of this case called attention to the 
previous case reports of Hosoi and Roscher, observing that each of 
the patients was a middle-aged woman and that the tumor in each 
instance was situated in the parieto-occipital portion of the right 
lateral ventricle. 

Love® in 1935 reported the removal of a right occipital intraven- 
tricular endothelioma originating in the choroid plexus. His pa- 





appearance of tumor, horizontally sectioned 
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tient was a 45-year-old woman, who suffered from headaches, vom- 
iting and diminished visual acuity for six months and uncinate fits 
for a few weeks prior to admission. The examination disclosed 
three diopters of papilledema, absence of the pupillary reflexes, left 
homonymous hemianopsia and weakness of the right sixth and 
seventh cranial nerves. Ventriculography suggested a right oecipi- 
tal lobe tumor. Complete removal of the neoplasm was effected at 
operation, following which the patient made a progressive re- 
covery. 

The report of the following case is based upon the record of a 
patient (A. E.—No. 1460) who was 62 years of age at the time of 
her death at Manhattan State Hospital in 1928. She had been a 
patient in that institution for 30 years. Throughout the period of 
hospitalization she had been diagnosed as suffering from dementia 
precox. During all of this time she was ‘‘childish, disoriented, 
mentally feeble, hallucinated, ete.’’ About eleven months before 
her death the patient was reported as being very feeble. There- 
after she grew steadily weaker. Apparently at no time did her 
condition seem to warrant extensive investigation of her neurologic 





status. Death followed an intercurrent lobar pneumonia. Necropsy 
revealed in addition to this finding, chronic aortitis, acute degener- 
ation of the liver, acute cardiac dilatation and chronic interstitial 
nephritis. The brain, harboring the accidental finding of tumor 
of the brain, was forwarded to the New York State Psychiatric 
Institute for further examination. 

Gross examination of the brain showed the right hemisphere to 
be larger than the left and its convolutions to be flattened. The 
structures at the hase were displaced across the midline to the left. 
On section (Figure 1) a large, nodular, encapsulated neoplasm was 
found occupying most of the right lateral ventricle and situated 
entirely within it. The surrounding brain substance, though not 
invaded by the neoplasm, was considerably compressed by it. The 
tumor was found to be encapsulated everywhere, except where it 


was attached to the choroid plexus, with which it seemed to be con- 
tinuous. 











120 INTRAVENTRICULAR MENINGIOMAS 


Microscopic examination revealed a multitude of cellular ar- 
rangements. The cells in some areas were arranged in a loose, 
connective tissue network containing numerous dilated capillaries, 
Tn others, the cells were closely packed in short, parallel rows and 
undulant bundles. There was a tendency for the short cell col- 
umns to run at angles to one another and to group themselves in ir- 
regular, widely anastomosing islands. Whorl formations were nu- 
merous (Figures 2, 3 and 4). Psammomatous areas were present, 
particularly in the region of the choroid plexus, suggesting an ori- 
gin of the tumor from the arachnoidal portion of the choroid villi 
(Figures 5 and 6). Reticulin and collagen fibers were confined to 
the walls of blood vessels, some of which showed moderate thick- 
ening. 

The predominant cell was of the elongated, bipolar type. Poly- 
gonal and round cell forms were also present. The nuclei were 
elongated, light staining and contained a moderate amount of finely 
granular chromatin. No mitoses were seen. The cytoplasm of the 
individual cells was relatively abundant, finely ganular and showed 
delicate fibrils traversing it. The elongated cells In many instances 
were arranged concentrically about central polygonal cells or 
around the walls of blood vessels. 


Discussion 

A clinical evaluation of the recorded cases fails to disclose suff- 
cient material to warrant the postulation of a syndrome which 
might be of utility in diagnosis. Apart from the fact that each of 
the patients was a female, the reported instances have little in com- 
mon. The ages varied from 14 to 62. Interestingly enough, in all 
of the reviewed cases, except that of Bailey and Buey, which, how- 
ever, does not seem germane to this report, the tumor was on the 
right side and in an equal number of instances oceupied chiefly the 
veeipital horn.* The symptomatology was not uniform. In two of 
the patients mental symptoms predominated. It is quite probable, 
however, that the mental disturbance present in the patient re- 
ported by us is not attributable to tumor as the condition was of 
tow long duration and tended to remain stationary. Signs of intra- 


*Dr. Leo M. Davidoff has recently presented a case of surgical removal of such a tumor, which 
occurred on the left side. 
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eranial hypertension, as evidenced by headache for six months to 
three vears prior to admission, was a prominent feature in three of 
the five cases. Vomiting and diminished visual acuity were present 
in hut one instanee. Papilledema was the most consistent physical 
finding, being present on three occasions. None of the other find- 
ings oceurred with consistent regularity. All in all, the only 
striking clinical feature appears to be that in all recorded cases, 
the disease occurred in a girl or woman. The most that ean be 
said at the present time is that given a female with a clinically evi- 
dent intraventricular tumor, one may entertain the diagnosis of a 
meningioma, bearing in mind of course the possibilities for other 
types of intraventricular tumor such as ependymoma, papilloma 
and the variety of polar spongioblastoma which occasionally in- 
vades the ventricle. 

As to the nature of these tumors, the histopathologie reports ap- 
pear rather convincing for their fibroblastic and psammomatous 
character. This should fit them into the group of meningiomas al- 
though strictly speaking their site of origin is at some distance 
from the meninges of the convexity. In considering, however, that 
the connective tissue portion of the choroid plexus originates from 
the leptomeninx invaginating through the transverse cerebral fis- 
sure, it would appear reasonable to regard these neoplasms as 
heing of meningeal origin. For the present it seems preferable to 
speak of these tumors as intraventricular meningiomas rather than 
to provoke controversy by attempting to classify them along 
strictly histopathologic lines. If a histopathologie classification 
were in order, we would suggest the term ‘‘choroidal fibroblas- 
toma.’? In this connection it is worthy of note that the primary 
fibroblastoma of the brain, the type of lesion previously deseribed 
by Alpers, Yaskin and Grant® and Petit-Dutaillis and Bertrand’ 
strikingly resembles the intraventricular meningioma, the only dif- 
ference seemingly being one of location. The origin from fibro- 
blastic pericytes in both instances appears probable. The intra- 
ventricular type appears rather conclusively to take origin from 
the arachnoidal portion of the choroid plexus. It seems reasonable 
to suppose that the arachnoidal granulations of the choroid plexus 
are capable of undergoing neoplastic change and that the calcified 
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bodies in the normal choroid plexus may represent psammomatous 
transformation of arachnoidal granulations. It is noteworthy that 
the majority of these neoplasms occupied chiefly the occipital horn, 
this despite the fact that choroid plexus is normally not to be found 
in this region. It seems a reasonable assumption, therefore, that 
the typical lesion takes origin from the glomus at the atrium of the 
lateral ventricle and grows posteriorly. 
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THE ROLE OF PHYSICAL THERAPY IN THE TREATMENT OF NERVOUS 
AND MENTAL DISEASES* 
BY RICHARD KOVACS, M. D., 
NEW YORK, N. Y. 

The evolution in the application of physical energies for the 
treatment of nervous and mental diseases forms an interesting 
chapter of therapeutics. It represents a change from crude super- 
stition and empirical therapy into some well-controlled clinical 
methods resting on a rational theoretical and experimental basis. 
For many centuries, sufferers from mental disease were supposed 
to be ‘‘possessed’’ by Satan and were subjected to cruel physical 
restraint, such as being kept in chains with thieves and murderers. 
About one hundred and fifty years ago Pinel took off the fetters 
of mental patients at the Salpétriére in Paris and espoused the use 
of various forms of hydrotherapy for their sedative and tonic ef- 
fect on mental illness. Gradually other forms of physical treat- 
ment were introduced, especially electricity, but at first without 
either rhyme or reason. In Haynes’ popular textbook on electro- 
therapeutics printed some thirty years ago one can still read such 
statements as ‘‘It is believed that the galvanic current penetrates 
the substance of the brain while the faradie current is distributed 
chiefly to the membranes,”’ also: ‘‘This rule has been given for the 
use of galvanism in insanity: recent cases and functional diseases 
are benefited by it while old cases and structural diseases resist its 
influence.’” No wonder that in textbooks well-known neurologists 
recommended the use of electricity more or less in the form of a 
placebo or as a convenient means of disguising suggestive thera- 
peutics and gave blanket recommendations for its use without 
specifying its form and without any reference to technique. 

Modern progress in physical therapy, besides placing at our dis- 
posal many newer and efficient forms of physical treatment meth- 
ods, has given us the correct conception of the mode of action of 
physical energies and their relation to pathological changes. Every 
physical measure exerts a primary physical effect on the body— 


*Read before a joint meeting of the Binghamton Psychiatric Society with the Broome County 
Medical Association, Binghamton Academy of Medicine and the Endicott-Johnson Medical Society at 
the Binghamton State Hospital, June 1, 1937. 
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thermal, chemical or mechanical—and upon the extent of this ac- 
tion depend subsequent physiological effects and influence on fune- 
tion, sensation or local pathological changes. These effects can be 
utilized either for treating the original cause or seat of disease, or 
to ameliorate its results and to maintain or restore necessary fune- 
tion. No form of physical therapy can be expected to restore 
highly differentiated elements of the central nervous system once 
they have been destroyed, but it is a fact that many of the patho- 
logical changes in the nervous system are subject to restitution or 
‘an be brought to a standstill. Table 1 indicates changes in the 
nervous system and the problems of treatment. 


TABLE 1. CHANGES IN NERVOUS SYSTEM AND PROBLEMS OF TREATMENT 


(AFTER VERAGUTH) 


I. Changes of possible reversibility I. Treatment to facilitate 
a. disturbances of optimal excitability a. return of optimal excitability 
1. in vegetative nervous system 1. (physical, medical 
2. in sensomotor part 2. and dietetic therapy) 
3. in substratum of higher psyche 3. principally by psychotherapy 
b. toxaemia b. detoxication 
ec. inflammation e. resorption 
d. destruction of neurits capable of d. regeneration 


regeneration 


II. Threatening or absolute irreve rsibility Il. Treatment to retard progress 


toxaemia 





inflammation 

J anomalies of circulation ; physical, medicinal, diet therapy 
| ° 
2 possibly through surgery 


destruction of 
neurons through | mechani al force 
foci causing pressure \ possibly through X-ray therapy 
III. Treatment im all cases 
Improve function of intact part of 


nervous system 


Care of connective organs 


It is evident that physical measures in the treatment of nervous 
and mental diseases must form part of general medical treatment 
and serve in the majority of conditions mainly as adjuncts of such 
treatment. 
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Errect or PuysicaL MEASURES 


The large field of physical therapy includes measures of different 
physical nature as shown in Table 2. 


TABLE 2. PHYSICAL THERAPY METHODS 
1. Electrotherapy 
Galvanie current. Surgical galvanism (electrolysis) 
Low frequency currents. Klectrodiagnosis 
High-frequency currents—medical and surgical diathermy 
Static electricity 
2. Light therapy 
Visible and infrared radiations 
Ultraviolet radiations 


Heliotherapy 


~) 


3. Hydrotherapy 
Hot and cold baths 
Medicated and electric baths 
Whirlpool baths, therapeutic pools 
4. Mechanotherapy 
Massage 
Assistive and resistive exercise 
Corrective exercise 


Occupational therapy 


For clinical purposes, including that of this presentation, the 
grouping of physical agencies according to their primary physical 
effect is more practical. The same basic physical and subsequent 
physiological effects can be accomplished by measures of different 
physical nature as best illustrated by the large number of thermal 
measures. This variety of measures serves for a suitable grading 
or alternation of the clinical effect. It stands to reason that not 
much advantage can be gained by employing elaborate procedures 
when satisfactory clinical effects can be accomplished by simpler 


means. 

18 Table 3 shows a classification of physical agents according to 
nt their primary physical effect and serves as a guide for the brief 
ch discussion of their physiological effects and their clinical employ- 


ment in nervous and mental diseases. 
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TABLE 3. PHYSICAL AND PHYSIOLOGICAL EFFECTS OF PHYSICAL AGENTS 


(Exclusive of X-ray and radium) 





Physical agent Primary physical effect Secondary physiological effects 
Hot water 
Hot air Hyperemia 
Radiant heaters m™ , | Sedation of sensory or motor 
1erma Se ei 
Incandescent lamps | irritation 
Diathermy | Attenuation of germs 
Sun 
Cold Frigorific Anemia 
Sedation or stimulation 
Sun } [ Serene 
Heated metals | - oo | Pigmentation 
°” ochnemiceé < : . 
Carbon are bovochemice: | Activation or ergosterol 
Mercury vapor arc | Effects on blood 
Galvanic current Electrochemical Polar: vasomotor stimulation 
Interpolar: metabolic 

Low-frequency, interrupted [ Muscle and tissue contraction 

and alternating currents { Electrokinetic Increase of venous and lymph 

c f=] - . o . i 
Vibration flow, stretching of tissue, re- 
Dee Kinetic flex stimulation 
Massage 


Thermal measures applied locally within physiological tolera- 
tion, cause hyperemia and sedation of sensory and motor irritation. 
Clinically they are potent means for promoting resorption of the 
products of inflammation following trauma or infection and also 
serve to relieve many forms of local pain. Modern methods of dia- 
thermy and short-wave diathermy allow penetrating heating of 
deep structures including the brain. An additional effect of both 
local and general heating is the killing of thermolabile organisms. 
Research work of Warren’ et al, established the thermal death time 
of various strains of gonococci at 106.8°F. in from 6 to 27 hours. 
Simpson* showed that an average of 107.8°F. body temperature for 
six hours is destructive to Treponema pallidum in experimental 
syphilis. Since it is possible to maintain local temperatures of 
108° and more in joints and cavities by diathermy, such intense 
local heating is being employed as the first line of attack in gono- 
coceal infections. 


|0- 
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General heating at sufficient intensity brings about an increase 
of the circulatory rate and of metabolism, a rise in blood volume 
and oxygen consumption, and a change in the urine, blood and 
sweat to the alkaline side. Hot baths and electric light cabinets 
serve for milder degrees of general heating. Continuous tepid 
baths at a temperature from 94 to 98° serve as an effective form 
of sedation for disturbed patients. 

Artificial fever therapy has come to the fore in recent years for 
increasing the protective and defensive mechanism of the body in 
many disease conditions. Physical agents offer the advantage that 
they are always available, that the febrile reaction is under com- 
plete control and that the procedure is sterile. Fairly uniform re- 
sults are achieved by different physical methods such as hot baths, 
hot vapor, electric blankets, hot-air or infrared cabinets, general 
diathermy and short-wave diathermy. In these procedures, heat 
energy sufficient to overcome the heat regulating mechanism of the 
body is employed while suitable insulation prevents heat loss by 
evaporation. Body temperatures up to 107° can be maintained for 
several hours under suitable precautions. 

The presumable clinical benefits of fever therapy have been 
summed up by Hench, Slocumb and Popp‘ as follows: (1) a direct 
bacteriolytie or bacteriostatic effect, due to the influence of heat 
itself on bacteria (without necessarily implying formation of im- 
mune bodies) ; (2) an indirect bacteriolytic or bacteriostatic effect 
resulting from increasing formation or mobilization of immune 
bodies; (3) a local effect from vasodilatation, providing an ang- 
mented blood supply to inflamed tissues, and (4) a general effect 
from the heightened metabolism incident to fever. The results of 
fever treatment in various conditions will be discussed further on. 

Frigorific measures are employed in the form of cold wet packs 
for general sedation, short cold baths, douches and showers for 
circulatory stimulation and general tonic effects as well as in de- 
pressions and stuporous cases. 

Photochemical measures in the form of natural or artificial helio- 
therapy are useful for general tonic effects in conjunction with 
general medical treatment. 
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Electrochemical measures in the form of the galvanic current 
serve as mild counterirritants and metabolic stimulants. Cerebral 
galvanism has a definite field of usefulness. The statie head breeze 
is a mild sedative. Low frequency currents, including the faradie 
are indispensable means for electrodiagnosis and for stimulation 
of weak and paralyzed muscles. Electrical muscle exercise is of 
special importance in preserving muscular function in lesions af- 
fecting the lower motor neuron and causing real paralysis. 

Mechanical measures in the form of massage and the static wave 
current serve to keep up muscular tone in case of weakness due to 
disease or general systemic inactivity. Massage also serves for gen- 
eral tonie and soothing effect in organie and functional diseases of 
the central nervous system. Colonie irrigations are valuable for 
mechanically relieving abdominal stasis and its systemic effects. 
Therapeutic exercise is indispensable for muscular reeducation 
in the same group of conditions; special exercises serve to teach 
alertness, steadiness and coordination. Occupational therapy is a 
most important adjunct in the physical and mental reeducation of 
all forms of organic and functional disorders. 

All of the described measures exert a certain amount of psychic 
effect partly by their general tonic action and partly in the form of 
suggestive therapy. Under skillful guidance they offer a valuable 
therapeutic aid in psychoses and psychoncuroses. It is a frequent 
experience in mental hospitals that the mental status of many pa- 
tients shows improvement while they receive physical treatment 
for a nonmental condition such as traumatism or arthritis. 


DISEASES OF THE BRAIN AND THE SprnaL Corp 

Hemiplegia. Physical therapy has a definite place in this econdi- 
tion for the early rehabilitation and reeducation of affected ex- 
tremities, hastening convalescence and restitution and contributing 
to mental ease. Early treatment gives the patient a better chance 
of recovery; the final result naturally depends on the extent of the 
subsequent restoration of the affected motor areas. In the first 
week of hemiplegia while the patient may be still in bed, the appli- 
‘ation of radiant heat to the affected arm or leg will comfort and 
tend to relax the paralyzed limbs. Faulty positions of the joints 
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with subsequent contractures are prevented by simple splinting 
and frequent changes in the position. Passive movements should 
be performed early and be accompanied by gentle stroking mas- 
sage. As soon as some muscular power has returned the patient 
should be instructed to reeducate the antagonistic movement at the 
joints, thus counteracting the tendency to contracture. 

In the subacute stage physical treatment may be instituted in 
two directions. One is for accelerating the circulation in the brain. 
The author has seen patients in this stage complaining of headache 
and dizziness—not due to persistence of high blood pressure—fre- 
quently benefited by cerebral galvanism.*° French authors have re- 
ported a favorable influence on contractures, gait and speech by 
short-wave diathermy to the brain. The second direction is for 
improving the vasomotor and sensory disturbances and the spastic 
paralyses. Graduated muscular contractions by a surging low- 
tension current combined with gentle massage and suitable exercise 
serve for this purpose. The application of radiant heat always 
should precede such treatments. In paresthesias and other pain- 
ful sensations the monoterminal high-frequeney (Oudin) current 
often gives relief. The patient should be encouraged to exercise 
his limbs for short intervals with eare taken to avoid fatigue. Oc- 
cupational therapy is important in keeping up the patient’s morale 
and serves, too, as an adjunct to active exercise. 

General paresis, Artificial fever therapy has proven of definite 
value in this affection. A recent survey by Neymann® shows that 
out of S809 cases treated by a number of clinicians by electropy- 
rexia, 28 per cent showed complete remission and 35 per cent were 
improved; 214 per cent died as a result of the treatment. Accord- 
ing to this author the large number of improvements and the low 
death rate compares favorably with the statisties of malarial ther- 
apy, which show only a total of 30 per cent in remission or improve- 
ment and a death rate of 10 to 30 per cent. 


Fever therapy by phy- 
sical means is less hazardous 


and there appears to be no other 
proven effect of malarial inoculation except that of producing 
fever. Neymann concludes that intense and prolonged treatment 
with a electropyrexia offers a decided hope of recovery to every 
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early case of general paresis and that the extent of psychotic mani- 
festations has no bearing on the question of recovery. 

A recent report of Hinsie and Blalock’ on 326 patients observed 
for 10 years states that the most favorable clinical and serological 
results were observed in those paretics who received fever therapy 
followed by chemotherapy. This conclusion is shared by other ob- 
servers who treated other forms of cerebrospinal syphilis. 

In applying fever treatment to these cases it is important that 
sessions of sufficient intensity and frequency be given. Tempera- 
tures below 103-5°F. have little clinical value in any type of syph- 
ilis from 105 to 106° maintained for from four to seven hours is 
most preferable and should be repeated from two to three times a 
week for a series of eight to ten treatments. 

Tabes. Results similar to paresis have been reported on the 
fever treatment of tabes, a tabulation by Neymann® showing 54 to 
60 per cent improvement in 90 cases. I have been able to achieve 
about the same percentage of improvement in six cases of my own. 
A recent review of the French literature* recommends that fever 
treatment should be used mainly in progressive cases which ap- 
pear clinically and biologically resistant to the usual specific treat- 
ment; that it is useful in relieving tabetic pains especially in those 
eases which are characterized by repeated shooting pains or gas- 
tric crises; it is also recommended in tabetic optie atrophy. 

Other physical methods for the symptomatic treatment of tabes 
are diathermy either through the spine or to the spine and the site 
of the lancinating pains. The static wave current and static sparks 
are helpful for increasing the general strength and for improving 
paresthesias. Various forms of hydrotherapy serve the same pur- 
pose. Reeducational exercises are important for regulating coor- 
dination and steadiness. 

Cerebrospinal syphilis and syphilitic optic atrophy. Fever ther- 
apy has been employed with a measure of success in these condi- 
tions as reported by Simpson’ and others; combination with chemo- 
therapy appears essential. In beginning optie atrophy mild 
galvanic treatment or diathermy are helpful by increasing local 
nutrition. 
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Multiple sclerosis. Encouraging results by fever treatments in 
a fair percentage of cases have been reported by several clinicians 
including the author. It must be remembered that spontaneous 
remissions in this condition are frequent; on the other hand there 
is no other form of therapy available. Previous to fever therapy 
diathermy to the spinal cord was recommended by the late 
Stephenson. 

Myelitis. Physical treatment is useful in restoring function; 
paraplegia is benefited by gentle electrical muscular exercise or 
massage; incontinence of the bladder and rectum respond to the 
slow sinusoidal current. Colonic irrigations may be useful in sus- 
pected toxic cases. Decubitus calls for mild radiant heating fol- 
lowed by local ultraviolet. These measures when carried out per- 
sistently for prolonged periods are often rewarded by satisfactory 
improvement. 

Sydenham’s chorea, Striking results by fever therapy have been 
produced in this condition regardless of whether its etiology was 
infectious or psychogenic. Treatment in heat cabinets or by electro- 
magnetic fever induction has proved safe and practical. Sutton 
and Dodge’ and others have shown that it is possible to cut short 
an attack of chorea with a few treatments and attain recovery in 
the majority of cases. Carditis is no contraindication to treat- 
ment. 

Acute anterior poliomyelitis. Physical therapy, combined with 
adequate braces or other orthopedic protection for the prevention 
of deformities, is indispensable for restoring the power of para- 
lyzed muscles following poliomyelitis. The most effective agents 
are heat and muscle training by under-water exercises. 

It is essential that in the acute state the patient be kept recum- 
bent and the muscles and joints be immobilized in the favorable 
physiological position of rest. In this stage benefit can be ob- 
tained by the early application of luminous heat or infrared radia- 
tion several times a day over the affected parts; this does not in- 
terfere in the least with immobilization. French and American 
clinicians reported on a series of cases treated with diathermy in 
which trophic disturbances showed marked improvement and the 
extent of paralysis became less. 
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The convalescent stage of infantile paralysis may last from one 
to three years and is characterized by the tendency of the para- 
lyzed muscles to recover their tone and power. <A careful electrical 
test or muscle grading of the affected areas is essential for plan- 
ning the treatment. Muscles without RD will recover spontan- 
eously or the recovery will be sped up by appropriate therapy; 
those with RD may show varying degrees of affection and should 
reeecive treatment as early as possible. It is fortunate that the 
greater majority of muscles are weakened rather than paralyzed. 

Carefully supervised muscle training is undoubtedly the most 
natural form of reeducation of weak muscles. Under-water exer- 
cises for institutional work and suitable small tanks for home use 
offer an excellent method for this purpose, but require a well- 
trained staff of instructors. If the muscles are without any power 
the passive performance of the motion is undoubtedly inferior to 
active contraction by electricity. Electrical stimulation must go 
hand in hand with muscle reedueation and be abandoned in favor of 
the latter as soon as there is return of active muscle power. Ther- 
mal measures—luminous heat, the whirlpool bath or diathermy— 
should be employed preliminary to electrotherapy. Supportive or- 
thopedic measures must never be neglected. 


Tue NEUROSES 


In the group of the so-called functional affections of the nervous 
system belong neurasthenia, hysteria, traumatic and occupational 
neuroses, various spasms, tremors, vasomotor and secretory dis- 
orders, and finally such ill-defined symptoms as headaches, sleep- 
lessness and nervous exhaustion. In the management of these 
often very trying conditions physical measures play an indispensa- 
ble part; they serve for the alleviation of symptoms, for general 
tonic effect and as chief adjuncts to psychotherapy. 

In neurasthenics the combination of electrical and hydriatic 
measures is valuable. For general tonic effects electrie cabinet 
baths, hot and cold douches, galvanic baths and, in milder eases, 
ultraviolet irradiation or the static charge or head breeze may be 
employed. The static wave current applied to the spine helps to 
raise the blood-pressure. The interrupted sinusoidal or other low- 
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tension and low-frequency currents applied to the abdomen help 
to overcome the motor and secretory weakness of the digestive 
tract. They may also be used for general body stimulation. The 
sexual weakness of neurasthenics often responds very well to the 
static wave current applied to the prostate. Cerebral galvanism 
may be considered in patients with stubborn head symptoms. 

In contrast to neurasthenics, hysterical patients do not seem to 
take kindly to electrotherapy. Electrical measures should be used 
only as a last resort and preferably for definite pathological 
changes. Faradism is recommended for hysterical aphonia; the 
shock of painful stimulation brings back phonation in some pa- 
tients. In paralysis, spasms and the variety of other disorders, 
static sparks, the interrupted sinusoidal or the Oudin current may 
be useful. 

In sleeplessness due to nervous exhaustion a full or three-quar- 
ters cold wet pack is a classical measure for relief. In cases of 
low blood pressure the static modalities, notably the static head 
breeze, are helpful. General light baths may be also effective. 


MENTAL CONDITIONS 


In contrast to the well established uses of physical agents in 
treatment of lesions of the central and peripheral nervous system 
with a definite pathology, no adequate clinical data about the em- 
ployment of physical therapy are available in the large field of 
mental disorders, considered at present more or less functional. 
Cotton’® reported a few years ago excellent results by physical 
methods in the treatment of the so-called functional group includ- 
ing manic-depressive insanity, dementia precox, paranoid condi- 
tions and psychoneuroses. His work was mainly directed towards 
the recognition and elimination of suspected foei of infection such 
as the extraction of all infected teeth whether vital or devital- 
ized, the removal of suspicious tonsils, the treatment of infected 
cervices by electrocoagulation and seminal vesicles by diathermy, 
in addition the overcoming of intestinal stasis and obstructive ad- 
hesions by colonic irrigation, the restoration of the muscular tone 
of the colon by diathermy and the surging alternating current; 
finally, the combating of marked depletion, inanition and low eal- 
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cium content of the blood by ultraviolet irradiation. No corrobora- 
tion of the broad claims of Cotton has been published from com- 
petent sources, fhough the procedures advocated are rational and 
are routine methods in general physical therapy. 

In the dementia precox group, Cheney” has seen good results 
from neurocirculatory training, the hot air cabinet followed by 
needle showers and the Scotch douche. Ultraviolet radiation sim- 
ilarly results in a feeling of well being. For the treatment of acute 
excitement in the catatonic and hebephrenic forms the continuous 
bath at 98°F. is recommended, also the cold wet pack as an altern- 
ative. Hlinsie,'*? Menninger and others reported on fever therapy 
in dementia precox and found no lasting effect ; Hinsie as a matter 
of fact found the ill effeets outstanding. 

In the author’s clinic at Manhattan State Hospital in purely men- 
tal cases physical measures are mainly used for general tonic, stim- 
ulative or sedative effects, according to the indications. The fact 
that the hydrotherapy department is separate from this clinic, 
makes it difficult to evaluate physical measures as a whole in our 
work. Dementia precox cases, if not too far deteriorated, showed 
some improvement in their mental state and became more easily 
manageable following general stimulation by ultraviolet radiation 
or the static bath; postencephalitis cases became more alert and 
showed more emotional stability following the same measures, and 
in selected cases following cerebral galvanism. Most of these pa- 
tients showed improvement in their general physical condition, 
weight and nutrition. The great bulk of patients requiring treat- 
ment in the clinic were referred mainly on account of pathology in- 
cidental to or accompanying mental disorders—traumatism, arthri- 
tis and rheumatic conditions, ete. There is no question in our mind 
that the attention given to incidental conditions in these patients 
is well repaid by the favorable reaction on their psychic state. 


NEURITIS 


Physical therapy is the main standby for relief of pain or par- 
esthesias when the sensory nerves, and for the paralysis or paresis, 
when the motor nerves are involved. In toxie neuritis general 
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treatment measures must be added; and the ultimate prognosis in 
all cases depends on the removal of the exciting cause and the ex- 
tent of the changes in and around the nerve or nerves. 

In acute neuritic pain rest and relaxation of the affected area by 
light splinting or by a sling is often indicated. The use of mild 
doses of diathermy or short-wave diathermy followed by the Oudin 
eurrent combines the analgesie effeet with mild counterirritation. 
3etween these treatments radiant heating may be kept up inter- 
mittently. In very acute cases, the use of sedatives often cannot 
be avoided, but can be tapered off as physical measures take hold. 
In resistant cases the galvanic current or iontophoresis with the 
vasodilating drug mecholyl may give relief. Local ultraviolet ir- 
radiation in a degree producing a mild dermatitis has been also 
extolled. In chronic cases mechanical measures, the static wave 
current, static sparks, faradization and careful massage serve to 
break up perineuritic adhesions and to exercise flabby muscles. 

In Bell’s palsy or rheumatic facial neuritis the immediate in- 
stitution of ‘‘decongestive’* measures counteracts the development 
of a reaction of degeneration. The probable explanation is that 
the perineuritic infiltration being primary, early dissipation pre- 
vents the secondary affection of the nerve fibers. There is no 
reason for the texthook advice that electrical stimulation is con- 
traindicated at first; infrared radiation or diathermy may be em- 
ployed from the outset and be followed by a mild statie wave ap- 
plication to the parotid region. Strapping or other means to pre- 
vent sagging of the affected side should be employed at once. In 
the absence of a static apparatus a surging low frequency current 
may be used. Electrical testing is important for the prognosis of 
the probable duration for it will allow differentiation between light 
cases lasting a few weeks and moderately severe and severe cases 
in which recovery may take from three to nine months. 

srachial neuritis, intercostal neuralgia and sciatic neuritis are 
treated along the general lines already described. In aleoholic 
polyneuritis weakness of the lower extremities usually responds 
well to faradic muscle stimulation. 
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SUMMARY 

1. The employment of physical measures in the treatment of 
nervous and mental diseases must be based on the understanding 
of their physiological action on the body and on their subsequent 
effect on pathological changes. 

2. The physical measures for the treatment of nervous and 
mental diseases comprise practically the full range of physical 
agents. Among these are local and general heating, including fever 
therapy, cold applications, ultraviolet radiation, the galvanic cur- 
rent and low frequency currents, the static modalities, massage, 
colonie irrigations, therapeutic exercise and occupational therapy. 

3. Physical measures serve both for causal and for symptomatic 
treatment. They play an important réle in the therapy of cerebro- 
spinal syphilis and its sequelae, general paresis and tabes, in hemi- 
plegia, in multiple sclerosis, myelitis, Sydenham’s chorea, in pa- 
ralysis following acute anterior poliomyelitis and in various forms 
of neuritis. In neuroses and mental diseases without a definte 
pathology physical measures serve for the alleviation of symptoms, 
for general tonic effect and as chief adjuncts to psychotherapy. In 
pathological conditions incidental to mental disease the employ- 
ment of physical measures as a rule reacts favorably on the mental 
state. 
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PSYCHIATRIC ASPECT OF HEAD INJURIES 


BY I. N. WOLFSON, M. D., 
POUGHKEEPSIE, NEW YORK 


[INTRODUCTORY 

The interest in the subject of head injuries has been greatly in- 
creased in the last two decades, especially as a consequence of 
many such injuries in the World War, but also because of the 
mounting hazards in industry and in traffic. 

A brief historical background of the subject of head injuries is 
available in a review by Straus and Savitsky.’ In this paper, they 
point out that the experience of the World War did much to influ- 
ence the attitude of the medical profession toward the sequelae of 
injuries to the nervous system. It was the gross impression of 
many clinicians that the majority of the so-called neurotic mani- 
festations were distinctly functional. 

Straus and Savitsky, however, believed that clinicians too readily 
cited the experiences encountered during the war to substantiate 
theories of their own. Admittedly one must evidently be cautions 
in comparing this war experience with the problems met in times 
of peace. 

There was considerable difference of opinion regarding the na- 
ture of the nervous and mental symptoms in soldiers. Strumpell, 
Nonne, and others emphasized the important réle played by psycho- 
genic factors, while Von Sarbo warned that many so-called fune- 
tional manifestations were due to organic ‘‘microcellelular alter- 
ations.”’ 

The psychoanalysts stepped forth during the war and offered the 
result of more than a decade of intensive investigation to shed light 
on the controversial problem. They claim that these reactions are 
more than a ‘‘flight into illness.’’ ‘‘The trauma situation endan- 
gers the integrity of the patient, is a blow to ego-security and re- 
sults in regression to narcissism. There also arises an increased 
ego-sensitiveness owing to damming up of libido, with resultant 
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hypochondriasis.’? These investigators also emphasized that the 
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difference in the response of persons to identical stresses lies not 
in constitutional peculiarities but in varying psychosexual experi- 
ences. 

After the war there was a noteworthy reaction to the whole prob- 
lem of neuroses following trauma. A group of writers, mainly 
German, emphatically denied the existence of a traumatic neurosis, 
They firmly insisted that there is no such disease entity and 
strongly urged the acceptance of their theory that the psychologi- 
val reactions after an injury have no causal relation strictly speak- 
ing to the accident. Other writers remonstrated to such extremism 
and pointed out that whatever the exact pathogenesis the accident 
is a conditio sine qua non of the subsequent complaints. 

As to the clinical picture Schilder*? and Johnson* both postulate 
that since the important paper by Adolf Meyer in 1904 there has 
been no presentation in English of a detailed study of the sympto- 
matology of head injury from the psychiatric point of view. Never- 
theless, various phases of the subject have been studied and dis- 
cussed by many authors. 

In this partial review of the literature of the clinical psychiatric 
aspect of head injury the writer has generally followed the classi- 
fication offered by Meyer, (which is still widely quoted) supple- 
menting it by the additional contributions made in more recent 
years. 

With an introductory comment Meyer* presents the following 
classification : 

‘‘Summarizing our experience concerning clinical distinctions, 
we should discourage the hope for a strict classification but sug- 
gest as salient types and as a means to keep order among the facts: 
1. The direct posttraumatic deliria with the following subdivisions 


a. Preeminently febrile reactions 


— 


». The delirium nervosum of Dupuytren, not differing from 
deliria after operations, injuries, ete. 

. The delirium of slow solution of coma with or without aleo- 
holie basis 


O 


d. Forms of protracted deliria usually with numerous fabu- 
lations, ete., (with or without alcohol or senile basis) 


i 
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9, The posttraumatic constitution 
a. ‘Types with mere facilitation of reaction to aleohol, grippe, 
ete. 
b. Types with vasomotor neurosis 
ce. Types with explosive diathesis 
d. Types with hysteroid or epileptoid episodes with or with- 
out convulsions (such as most reflex-psychoses) 
e. Types of paranoiac development 
2 The traumatic defect conditions 
a. Primary defect allied to aphasia 
b. Secondary deterioration in connection with epilepsy 
e. ‘Terminal deterioration due to progressive arteriosclerosis 
4, Psychosis in which trauma is merely a contributory factor 
a. General paralysis with or without traumatic stigmata 
b. Manic-depressive and other transitory psychoses, catatonic 
deterioration and paranoiac conditions with or without 
traumatic stigmata 


THe Direct Postrraumatic De.tirnium 

Concerning the immediate result of a cranial injury Meyer writes 
that usually the person is more or less completely stunned or at 
least dazed. At times the coma sets in after a brief latent interval, 
especially in meningeal hemorrhage, or after several days. The 
awakening from the coma may then lead through a brief period of 
partial consciousness or actual delirium. In but a few cases the 
active delirious states exceed mere sopor, 1. e., a dreamy condition 
from which the patient can be aroused only for a few moments with 
difficulty of grasp on the situation. In the cases extending over 
several weeks or more are recognized clinically the cases of pri- 
mary traumatic insanity. Meyer further comments: ‘*The types 
presented by our cases of primary traumatic insanity showed be- 
sides an absence of manic-depressive symptoms a certain tendency 
to dream states, fabrication of whole situations and great ineon- 
sistency of statement but no hallucinosis. They were all commit- 
ted owing to impulses and restlessness. ”’ 
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More recently Schilder® reported a detailed study of 35 cases of 
acute psychic disturbances following serious head injuries. He 
does not attempt to subdivide this group of cases into various types 
but rather presents various stages of the pure syndrome which at 
times may be colored by the personality of the patient. 

The majority of his cases presented the following sequence of 
events: ‘‘There is primarily the state of unconsciousness . . . In 
many of our cases it changed into a state of deep clouding with 
restlessness and attitudes of resistiveness which were partially psy- 
chic, but also had an organic component. When the patient could 
be made to speak there was clouding of consciousness and dis- 
orientation in space and time. This state is hardly ever missed 
completely, it may last a long time . . . When this state lasts 
longer, then a deep bewilderment and helplessness may be present. 
Tachistoscopic examination shows that the patient needs a longer 
time to come to any perception. The perceptive function as such 
is retarded. Besides the retardation in the perceptive function 
there exists a difficulty in the synthesis of primitive impressions 
into aunit. . . There is a deep going basic disturbance in the gestalt 
functions. Visual motor gestalt patterns show a very primitive 
structure . . . The perception and the gestalt difficulties certainly 
contribute to the disorientation and are basic for the helplessness 
and for the confusion . . . In many of the cases reported here the 
stage of confusion subsided quickly. The perceptive difficulties 
and the disturbances in the gestalt functions are then only present 
in a minor degree and may finally be completely absent. 

‘‘During the confusional states memory and judgment are in- 
paired. But the impairment of the memory, especially for recent 
events, is more outspoken. When the perception and gestalt fune- 
tion disturbances subside, the picture of a Korsakoff psychosis re- 
mains . . . The perception and gestalt disturbances can then be 
completely absent. The confabulatory element does not go parallel 
to the memory disturbances and may even be present when the 
memory has come back to normal. Although in some of the re- 
ported cases alcoholism was a complicating factor, aleoholism is in 
no way a necessary factor in the genesis of the traumatic Korsa- 
koff. In all of the cases reported, there is a particular amnesia 
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concerning the accident in the confusional state as in the Korsakoff 
state.’’ In some cases amnesia may gradually clear up, in others 
the amnesia persists. Amnesia for the accident may be the only 
lasting psychic symptom, Schilder further states: ‘‘It is astonish- 
ing how little the patients are concerned about their head injuries. 
They do not appear in dreams. It is another outstanding part of 
this confusional state and that of Korsakoff psychosis that the 
psychic material which appears is rather impersonal. In the aver- 
age case comparatively little of the previous personality appears 
in the psychosis. It is as if an impersonal province of the psyche 
was affected.’’ The above statement applies to the majority of the 
vases studied. There were some cases, however, in which the gen- 
eral symptomatology as described above, was colored by various 
moods. These were carried over from the patient’s everyday life 
preoccupations in the posttraumatic psychosis or represented an 
exaggeration of previous personality traits. 

As to the changes in the mood after head injury, Schilder and 
his coworkers noted immediately after the accident a general tend- 
ency toward resistiveness. Bewilderment, apathy, indifference, 
with euphoria (especially in the Korsakoff cases) may follow. 
Whereas the confusional state is characterized by the mood of help- 
lessness and bewilderment, the Korsakoff state often shows the 
mood of serenity and mild euphoria in spite of the persistent head- 
aches. In a group of cases more definite changes in the mood may 
be in the foreground, such as depression, and worries. In other 
eases there may be an empty excitement similar to mania, but more 
monotonous and more empty. E[Encephalitic-like monotony and a 
tendency to pester are found in a group of head injuries in young 
people. In other cases the picture may still more resemble manic 
states. In cases in which paraphasias and sensory aphasias are 
present, euphoria, manic attitudes, optimism, and lack of insight 
into the defectiveness may prevail. Moodiness, irritability, and a 
strong feeling for their defectiveness has to be expected in cases 
with motor aphasia. In a case with parietal lobe symptoms a 
hypochondriacal attitude has been observed. 

Russell’ describing the general course of events which may fol- 
low a head injury states that immediately after the blow the 
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whole of the nervous system may be paralyzed, even the respira- 
tory and cardiac movements may cease. If recovery is to occur, 
the heart and respiration recommence. Involuntary movements of 
the limbs then occur and the reflexes return. Speech returns with 
a few words or phrases and movements become more purposeful. 
Up to this stage it is mainly the lower mechanisms of the brain 
that are recovering, and the similarity between cases is great. The 
higher cerebral functions, however, differ in every individual, and 
the stages of recovery of these functions produce widely different 
clinical pictures. The mental condition may simulate any of the 
states seen in alcoholic poisoning ; in both conditions the clinical 
picture probably depends on the individual psychological structure 
and balance. Thus the patient may be drowsy or talkative, docile 
or aggressive, impudent or irritable. He is never reserved; he may 
tell you his secrets, may be boastful or affectionate and may even 
attempt to bribe his attendants to let him out of bed. Then, com- 
paratively suddenly he looks around and asks where he is. He has 
now recovered full consciousness and returns to his normal be- 
havior and treats those who are looking after him with the custom- 
ary civility. These changes indicate that the higher functions of 
eontrol and inhibition have again taken charge of his behavior, The 
recollection of events shortly preceding the accident may usually 
be taken as an indication that full consciousness has returned. In 
states of confusion, disorientation and altered personality which 
may occur before full consciousness returns the patient has no 
recollection of events shortly preceding the accident. When, how- 
ever, the memory of events preceding the accident was present, it 
was never found in the present seris (of 96 cases) to be other than 
accurate. With regards to events following the accident, the pa- 
tient’s ideas may be permanently inaccurate. 

Symonds® approaching this subject from a psychological point 
of view makes the following general comments: ‘‘ At one end of the 
scale is the case of minor injury in which there may be no visible 
evidence of unconsciousness. In such eases the depth of disturb- 
ance is shallow. In Jacksonian phraseology the highest level of 
cerebral function only has been affeeted, that which has been re- 
sponsible for the consolidation of current experience into memory. 
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All the levels below this are working normally. The resulting piec- 
ture, therefore, is that of highly coordinated activity. The terms 
traumatic automatism and traumatic amnesia have a useful de- 
scriptive value for such phenomena. At the other end of the scale 
there is the patient who lies, perhaps for some days in a state of 
vegetative activity, unresponsive except to painful stiumli, taking 
food automatically, and passing urine and feces into the bed. All 
levels above that of vegetative and noci-reactive functions are out 
of action. Between these states there is that which has been ealled 
cerebral irritation—the uninhibited, confused, and often violent 
behavior which results from disturbances of intermediate depth. 
Traumatic stupor for the former state and traumatie delirium for 
the latter are terms which have the merit of deseribing clinical 
symptoms without the implication of pathology.”’ 


Tue PosrrrauMATic ConsTITUTION 

It is generally agreed that excessive alcoholism renders a person 
more vulnerable to brain damage after a head injury and that peo- 
ple with brain damage are much more susceptible to toxic effects of 
alcohol. 

Schilder’ attempts to explain this interrelationship between al- 
eoholism and head injuries: ‘‘ A few remarks are in place regarding 
the relation of psychosis after head injuries to alcoholic psychosis. 
In a comparatively large number of our cases, aleoholism was a 
complicating factor. It is true the alcoholic exposes himself more 
easily to the traumatic situation. In addition to that we have to 
assume that the periventricular gray in the alcoholic is attacked by 
the aleohol and so becomes predisposed or slightly changed. One 
may suppose that the possibility of hemorrhages especially around 
the ventricular system, is greater in the alcoholic . . . There are 
many common features between the psychoses with encephalo- 
pathia aleoholica and the posttraumatic psychoses . . . The sim- 
ilarities in the clinical pictures point to pathophysiological mech- 
anisms, which are based on the severe disturbance in the ventricu- 
lar gray in connection with the cortical lesions.’ 

As to the susceptibility to febrile disorder Meyer* reports three 
cases : 
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One man received a skull fracture at the age of 22 years and had 
some peculiar sensations and possible hallucinations after a blow 
on the abdomen at 25 years. At the age of 40 years (18 years after 
the head injury) after an attack of laryngitis with fever he devel- 
oped a quasi-delirious attack which lasted about three weeks. He 
remained well for a year when two days after the onset of a severe 
cold he developed another attack similar to the first, but of milder 
degree and lasting about two weeks. 

The second case was that of a man 66 years of age who on March 
1, apparently received a head injury which was followed by slight 
weakness on the right side and nervous uneasiness. On March 15 
of the same year during a febrile episode he displayed slight con- 
fusion and unreasonableness. This condition cleared up in about 
three weeks. 

The third ease is that of a girl who at 18 years prior to the head 
injury had a ‘‘ peculiar nervous attack lasting about a month.’’ The 
same year she sustained a head injury which was followed by un- 
consciousness for 48 hours and two to three days of confusion, but 
recovered completely. The next year she fell when dancing, and 
Was unconscious for two hours. For a week things were blurred 
before her eyes. She did not lose any work however. Two years 
after the second cranial injury the patient developed an attack of 
grippe which was associated with ‘‘hypochondriacal depression and 
attitude of persecution with possible hallucinations with confusion 
** The disorder resembled dementia 
preeox. On physical examination there were noted many minor 
neurological signs. The patient made a complete recovery in about 
five and one-half months. 


of tacts of current events. 


These cases are presented in some detail because the writer did 
not come across a description of similar clinical entities in more re- 
cent literature. 

Some patients, after recovery from the immediate effects of the 
head injury, may suffer from after effects in the form of slowly 
developing constitutional changes. The most typical of such 
changes is Friedmann’s vasomotor complex, the symptoms of which 
consist of headache, dizziness, irritability, insomnia, physical and 
mental fatigability, a certain change in character and intolerance 


I, N. WOLFSON, M. D. 145 


of aleohol with which may be associated a memory defect of the 
type of retrograde amnesia, which however is not a part of the 
complex, although there may be a certain memory defect which is 
quite common to all highly nervous worried people. The headache 
is apt to be complained of as a feeling of pain or a peculiar feeling 
of fullness, especially on stooping over. The dizziness is also char- 
acteristically intensified by stooping or by sudden movements. 
(White and Jelliffe’) 

Another type of posttraumatic constitutional change is described 
under Kaplan’s ‘explosive diathesis.*’ This consists primarily in 
great irritability, especially after alcohol, sometimes leading to acts 
of violence, often quite unmotivated, i. e., automatic, or even to an 
epileptic seizure. (Henderson and Gillespie‘) Sometimes associ- 
ated with explosive diathesis but also occurring alone, are tem- 
porary dream states. In connection with the same subject Meyer‘ 
comments: ‘‘ Frequently associated with the latter (explosive dia- 
thesis) but also occurring alone, without explosive traits, we found 
in our cases as a very important factor all the possible degrees of 
episodes of more or less dazing and dream states: from a tempor- 
ary dazed feeling to episodes of hysteriform or epileptoid absences. 
Apart from the subjective feeling of haziness, the characteristic 
trait is the occurrence of complete dream interpretations and pe- 
culiar fabrications which color the primary traumatic insanity as 
well as the subacute and episodic types and even the paranoiec type. 
They are by no means limited to traumatic states, but also are ob- 
served in brain tumor, brain syphilis, after insolation, which after 
all belong to similar types of brain alteration.”’ 

Kaplan‘ observed that all these transitory complicated and sim- 
ple phenomena occur both spontaneously and with physical and 
mental exertions, in affective excitements, with even moderate use 
of aleohol, in lust, and especially on sudden changes of position of 
the body. 

Glaser and Shafer® divide convulsive states following trauma 
into three groups: ‘‘foeal epilepsy, true epilepsy, and hystero-epi- 
lepsy.’’ In the authors’ experience hysterical convulsive states oc- 
curred from one to two months after the injury, whereas organic 
convulsive states generally first made their appearance from eight 
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months to five years after the injury. Incidently in all the cases of 
hystero-epilepsy associated with posttraumatic psychoneurosis re- 
ported by Glaser and Shafer, the convulsive states were entirely 
relieved by psychotherapy and readjustment of their difficulties, 
plus sedatives. 

Commenting on the incidence of convulsive seizures following 
head trauma, Eckel’ stated that various observers after a study of 
a large number of cases of head injuries of various forms during 
the World War found that the incidence of the seizures was about 
five or six per cent. Kennedy" and Wechsler’ quoting much vari- 
able statistics on such incidence comment that such a variety of 
clinical statistics must come from regarding as alike many unlike 
abnormal conditions, and because the cases studied are not com- 
parable and the materials, no less than the observers, vary to such 
an extent that it is difficult to find a common basis for reckoning 
percentage incidence. 

As to types with paranoid development Meyer‘ states that in 
quite a few patients the traumatism has a decided part in the sub- 
sequent development of a paranoic symptom complex of by no 
means typical nature. The author presents two cases which illus- 
trate this type of reaction. 

One ease is that of a bright boy of happy disposition who became 
totally blind a short time before an accident. At the age of 20 in 
an injury by a train he sustained several fractured bones, had 
bleeding from the nose and mouth for a few hours, and uncon- 
sciousness, involuntary micturation and defecation for three days. 
After the accident the patient became peevish and irritable. About 
six years later he became exceedingly cross and ill-tempered, quar- 
relsome, and would strike on the least provocation; he claimed that 
people were talking about him and making fun of him. At the 
age of 28 years he began to argue on religious subjects. He ac- 
eused his sister of trying to poison him, tasted kerosene in his tea 
and became violent to his sister and neighbors. 

The other case is that of a woman with slight eonstitutional de- 
fect. At the age of 26 she received a head injury and was uncon- 
scious for 18 days. After this, she had loss of memory, would 
easily become impulsive, began to imagine people said unkind 
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things about her, made up a story about settlement of her case in 
court, and expressed delusions of poisoning. Three years after 
the injury she was admitted to the hospital, where she continued 
with many paranoid delusions, sexual trend and with greatly 
varied, not fairly systematized fabrications. Her memory for 
dates was described as ‘‘very fair.’’ Her application was satis- 
factory. In the light of prevailing opinion at the present time such 
eases could hardly be differentiated from those classified by Meyer 
as ‘‘psychosis in which trauma is merely a contributing factor.”’ 
To sum up the general after effects which may follow a head in- 
jury the writer would quote Koppen,* about whose description 
Meyer comments: ‘*There is little to be added to what Koppen 
’ From the review of some of the literature the writer tends 
to believe that Meyer’s comment made in 1904 still holds true. Most 
of the recent writers when discussing this syndrome limit them- 


’ 
Says. 
? 


selves to the enumeration of the general symptoms such as: ‘‘head- 
ache, dizziness, irritability, fatigue, poor memory, ete.’’? Koppen’s 
description of the general after-effects of head trauma as quoted 
by Meyer is as follows: ‘**Men . . . complain especially of all kinds 
of sensations in the head which they describe either as pain or as 
pressure with feeling of crawling or of dullness of the head, more 
or less definitely located at the point where they were hit. They 
frequently become dizzy and at times faint for a short time without 
any epileptic attack. Although slight attacks of dizziness may oc- 
cur frequently, epilepsy with typical attacks need not develop. 
There is further in our patients a great irritability and nervosity. 
The formerly good natured or even tempered persons become iras- 
cible, hard to get along with; formerly conscientious fathers cease 
to care for their family. The irritability at times increases to ex- 
cessive violence in which actions occur of which they have no re- 
membrance; the nervous system not only is under the influence of 
psychie irritation but is especially susceptible to the influence of al- 
cohol or tobacco in even small quantities. 

The working capacity of our patients is very poor. It suffers 
variously, although such individuals often give the impression of 
perfect capacity; and since the morbid symptoms are essentially 
subjective, they always arouse doubts whether they could not do 
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something at least, even if they are unable to work in a noisy shop 
or on a high seaffolding. It is, however, certain that the patients 
are very forgetful; in giving orders or doing errands they make the 
most incredible blunders; frequently everything must be written 
down. Their capacity for thought has suffered, as is sometimes 
shown especially in the great slowness of thought. These patients 
are unable to concentrate their attention, even in occupations which 
serve for mere entertainment such as reading or playing cards, 
They lke best to brood unoccupied; even conversation is rather 
obnoxious. This point is so characteristic that it gives a certain 
means of distinction from simulation which as a rule does not in- 
terfere with taking part in the conversations and pleasures of the 
ward and playing at cards, which means as a rule too much of an 
effort for the brain of actual sufferers. The patients are usually 
advised to take light physical work, but even there they are per- 
fectly useless. Excessive sensitiveness of their head obliges them 
to avoid all work which is connected with sudden jerks, bending 
over is especially troublesome; there is hardly any physical work 
in which this ean be avoided; the blood rushes to the head, headache 
increases, dizziness sets in and the work stops. The patients feel 
best when in the open air, inactive and undisturbed. There are but 
few objective signs, such as increase of pulse, flushing of the face, 
dermatographia, trembling and uncertainty in the Romberg posi- 
tion, such as is shown in all general nervosity. But the complaints 
are so exceedingly uniform that this uniformity of the subjective 
complaints justifies the conclusion that they are well founded.” 

The uniformity of subjective complaints following a head injury 
in people of diverse social and economic strata and regardless of 
any legal implications has been also noted by some of the more re- 
cent observers who employ this fact as one of the arguments in 
support of the assumption that the head injury is the primary 
cause of such subjective symptoms. 

One special form of posttraumatic constitution (traumatic en- 
eephalopathy) which did not receive much medical attention is a 
condition first described by Martland’* under the name of ‘‘punch- 
drunk.’’ This condition occurs mostly among prize fighters but has 
also been noted in football players, and for some time was recog- 


I, N. WOLFSON, M. D. 149 


nized by fight fans and promoters. Martland states that punch- 
drunk most often affects fighters of the slugging type, who are usu- 
ally poor boxers and who take considerable punishment, seeking 
only to land a knockout blow. It is also common in second rate 
fighters used for training purposes, who may be knocked down sev- 
eral times a day. It occurs in mild or severe form in almost fifty 
per cent of fighters. The clinical picture of ‘*punch-drunk’’ pre- 
sented by Martland is about as follows: ‘‘The early symptoms of 
punch-drunk usually appear in the extremities. There may be only 
an occasional and very slight flopping of one foot or leg in walk- 
ing, noticeable only at intervals; or a slight unsteadiness in gait or 
uncertainty in equilibrium. These may not seriously interfere with 
fighting. In fact, many who have only these early symptoms fight 
extremely well, and the slight staggering may be noticed only as 
they walk to their corners. 

‘“‘In some cases periods of slight mental confusion may occur as 
well as distinct slowing of muscular action . . . Many cases remain 
mild in nature and do not progress beyond this point. In others 
avery distinct dragging of the leg may develop and with this there 
is a general slowing down in muscular movements, a peculiar men- 
tal attitude characterized by hesitance in speech, tremors of the 
hands and nodding of the head, necessitating withdrawal from the 
ring. 

‘“‘Later on, in severe cases, there may develop a peculiar tilting 
of the head, a marked dragging of one or both legs, a staggering, 
propulsive gait with the facial characteristics of the Parkinsonian 
syndrome, or a backward swaying of the body, tremors, vertigo, 
and deafness. Finally, marked mental deterioration may set in 
necessitating commitment to an asylum.”’ 

Carroll’ presents a composite clinical picture of punch-drunk 
about as follows: ‘‘The earliest signs of the condition are the di- 
minished tolerance to blows and slipping in defensive ability which 
may result in external injuries such as flat nose or cauliflower ears. 
Later the people in close contact with the man begin to notice 
changes in him. They find that he developed deterioration in at- 
tention, concentration and memory. Then may follow an impedi- 
ment in speech, ‘the eyes may become slightly glazed or have a 


JAN.—1933-—K 











150 PSYCHIATRIC ASPECT OF HEAD INJURIES 


staring expression.’ ‘In short, he may continuously simulate a 
person who is just a little drunk.’ ‘These symptoms may progress 
for a period of a year or so, when they will usually become sta- 
tionary. 

‘*In severer cases the voice may become thick, halting and gut- 
teral, as though there was something held in the mouth. The gait 
may become unsteady. In a few instances vision may begin to fail 
or some degree of deafness may appear. Headache, dizziness, and 
tinnitus, which one might expect as symptoms, are often present 
for a few hours or days following a fight, but they rarely persist 
as a part of the syndrome. Mental and personality changes become 
more marked, and emotional instability becomes apparent. Invol- 
untary habit movements of a boxing nature are common, and are 
frequently displayed, even years later, when the person is ab- 
stractly preoccupied or during periods of emotional stress 
Punch-drunks almost universally do not realize that there is any- 
thing wrong about themselves or their conduct.’’ Carroll further 
comments: ‘‘In punch-drunk the prominence of objective mental 
changes and freedom from symptoms are in contrast to the post- 
concussion syndrome in which subjective complaints are prominent 
and objective mental changes are not often seen.”’ 

Martland is of the opinion: ‘‘that in punch-drunk there is a very 
definite brain injury due to single or repeated blows on the head 
or jaw which cause multiple concussion hemorrhages in the deeper 
portions of the cerebrum. Such hemorrhages are very apt to occur 
in or near the corpora striata, in the corona radiata but almost 
never in the cerebral cortex or below the tentorium cerebelli. These 
hemorrhages are later replaced by a gliosis or a degenerative pro- 
gressive lesion in the areas involved. Therefore, in late stages the 
symptoms often mimic those seen in diseases characterized by the 
Parkinsonian syndrome.’’ 

Carroll also feels that the bizzare nondescript clinical picture 
seen in cases of punch-drunk can probably best be explained on the 
basis of small descrete vascular lesions. Parker’ after presenting 
a detailed neurological analysis of three cases of punch-drunk, each 
having advanced physical disability, concludes that the clinical pic- 
ture in each case was very complex and it differed in one case from 
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the others. The only agreement, however, was in the suggestion of 
the diffuse or scattered lesions of the brain affecting different sys- 
tems at one and the same time. 


Traumatic Drerect ConpDITION 

As to the traumatic defect conditions or posttraumatic mental 
deterioration there is not much that has been written. As stated 
previously Meyer’ classifies these conditions as follows: 

1. Primary defects allied to aphasia. These apparently result 
from severe brain damage caused by and immediately following the 
injury. 

2. Secondary deterioration in connection with epilepsy. 

3. Terminal deterioration due to progressive alterations of the 
primary injured parts with or without arteriosclerosis. 

The statistical guide of the New York State Department of Men- 
tal Hygiene’® defines this condition as follows: ‘‘Here are to be 
classified those cases which following severe or apparently slight 
head injury with or without an acute or protracted delirium de- 
velop a gradually increasing mental enfeeblement or dementia.’’ 


PsycHoses IN WuicH TrauMA Is Merety a Contriputory Factor 

As to the relation of trauma to general paresis Klauder and Solo- 
mon” state: ‘‘Trauma that is alleged to play a réle in the produc- 
tion of symptoms of dementia paralytica is required by all writers 
to involve the head and to be of sufficient intensity to injure the 
brain, as evidenced by symptoms of brain concussion or fracture 
of the skull.’? According to these authors ‘‘there has been a rather 
general judicial acceptance of the etiological rdle of trauma in the 
causation of dementia paralytica subject to some reservations.’’ 
These reservations were formulated by Regis and Verger, who have 
exhaustively studied the subject, as follows: (as quoted by Klauder 
and Solomon) ‘‘that at the time of the injury the patient was in 
his habitual state of mental health and had not previously pre- 
sented either cerebral symptoms or modification of intelligence or 
character ; that the interval (intercalary period) between the shock 
of the injury and the first characteristic symptoms of dementia 
paralytica has been neither too short nor too long,’’ (that is, from 
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a period of months to two or three years—a period of from one to 
six months is probable, that from six months to 30 months is very 
probable, beyond 30 months is less and less probable) ‘‘that the 
injury and characteristic symptoms of dementia paralytica are re- 
lated to each other by a series of posttraumatic symptoms, which 
are usually intense headache, vertigo, character changes and, ex- 
ceptionally, epileptiform seizures.’’ The most accepted hypothesis 
of the rdle played by the trauma is that cranial injury activated an 
existing pathological process of dementia paralytica in the pre- 
clinical stage. 

The majority of writers who express themselves on the relation 
of head trauma to so-called psychogenic psychoses (which grossly 
include paranoid reactions, dementia precox, and manic-depressive 
psychoses) agree that there is no direct relationship between the 
two. 

It may be in order to quote a few opinions on this subject. Had- 
ley’* states: ‘‘Certain psychic phenomena may be mentioned which 
having occurred subsequent to head injuries, have been ascribed 
to trauma. Their relationship to psychogenesis seems fairly ob- 
vious even though there seems no good reason for denying the in- 
jury as the exciting and extenuating factor.’’ Osnato’: ‘* Trauma 
even when not directly to the head may precipitate a depression or 
manic state in one possessed of the manic-depression constitution. 
Trauma alone can not cause dementia precox. When it plays a 
part it acts as one of the contributing emotional factors and its in- 
fluence on the development of psychosis is fleeting. It may give a 
temporary emotional coloring to the picture and may supply ma- 
terial ready to hand for delusional elaboration.”’ 

Woodman” : ** Experience does not find manic-depressive attacks, 
dementia precox, or paranoid reaction often or definitely associ- 
ated with severe head injury. In the few instances where they oe- 
cur together the causal relation of the injury is not proven.”’ 

Wechsler’: ‘‘Whether trauma to the head can cause manic-de- 
pressive state, a schizophrenia, a paranoia, or a melancholia is 
doubtful. But if trauma may precipitate a psychosis, the injury 
need not necessarily be to the head.’’ 

Meyerson” is of essentially the same opinion. 
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Alfred Gordon” is also in agreement with the above point of 
view. In support of his belief he presents a study of 11 patients 
with definite head injuries whose previous medical and social his- 
tory was thoroughly investigated. These patients began to dis- 
play psychopathological manifestations many months or years 
after the initial injury to the head, without showing any neurologi- 
eal signs and in many cases ‘‘after the cranial damage had been 
successfully repaired.’’ On the other hand it was observed that 
the mental disorders were invariably preceded by strong emotional 
force of an abnormal character. 


PSYCHONEUROSES ASSOCIATED WITH HEAp TRAUMA 


It would appear from the more recent literature that there is 
very little distinction made between the clinical picture of ‘‘post- 
traumatic constitution’’ of the older writers, which was attributed 
to the after-effects of severe head injury and the clinical picture 
of the ‘‘traumatic encephalopathy ’*’ which is assumed to follow ap- 
parently minor head injuries. For example, E. E. Meyer de- 
scribed the symptom complex of posttraumatic constitution as that 
following ‘‘slight symptoms of concussion.’’ Ebaugh” in his clas- 
sification of posttraumatic minor personality disorders heads 
Group I as ‘* Traumatic Eneephalopathy’’ (traumatic constitution). 
The Statistical Guide of the New York State Department of Men- 
tal Hygiene’ describing ‘‘Posttraumatic Personality Disorders”’ 
states: ‘*This term is used in place of the former designation of 
posttraumatic constitution and is intended to apply to those cases 
showing posttraumatic changes in disposition, with vasomotor in- 
stability, headache, fatigability and explosive emotional reactions, 
intolerance to aleohol and sometimes convulsive seizures. A com- 
plete history of the previous personality reactions and a careful 
evaluation of the present reaction are often necessary to rule out 
psychoneuroses.”’ 

As these symptoms of posttraumatic constitution or traumatic 
encephalopathy are primarily subjective in character it frequently 
has been found difficult to differentiate them from functional dis- 
orders in which a head trauma may play only a secondary contrib- 
uting réle. 
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The writer purposely dwelt in some detail on the clinical mani- 
festations which were attributed by the early writers to the after- 
effects of severe head injury and later variably described under 
”’ **nosttraumatic 
personality disorders,’’* or ‘*traumatic encephalopathy.’’ Very 
little has been contributed recently to the clinical description of the 
above syndrome. There has accumulated, however, a considerable 
amount of literature on the matter of interpretation of these symp- 
toms. The questions discussed are: Is the head trauma directly 
responsible for the syndrome, or does it play only a secondary con- 
tributing role?) What are the underlying pathological changes in 
the brain associated with symptoms? Is there any organic basis 
for the clinical picture or is it primarily a result of psychogenic 
forces? 


such headings as ‘‘slight symptoms of concussion, 


Wechsler” states that diagnosis of traumatic encephalopathy de- 
pends on criteria other than symptomatology. ‘‘In itself the con- 
dition does not differ in any wise from that of traumatic hysteria.”’ 

And thus we enter the field of traumatic psychoneuroses which 
is fraught with well recognized controversies, as evidenced by such 
statements as: 

Ebaugh”™: ‘‘The differential diagnosis of traumatic encephalitis 
from functional disorders can be extremely difficult; it is therefore 
not surprising that considerable difference of opinion and perhaps 
some confusion concerning these conditions still exist.”’ 

Sands*’: ‘*The most perplexing and the most annoying of the 
after-effects of brain injuries are various manifestations of be- 
havior disorders which many patients show after they have recov- 
ered from the acute stages of the injury. There are so many con- 
flicting opinions expressed even by competent observers that they 
have become a subject matter of the cynic.”’ 

George W. Hall and Roland O. Mackay*® comment on the same 
subject : ‘One of the oldest questions which trouble the mind of the 
physician is that pertaining to those frequent and baffling nervous 
states following trauma. . . An age-old conflict is being waged to- 
day, as in years gone by, between the exponents of the so-called or- 
ganic and functional interpretations. ”’ 

Wechsler*: ‘‘To add to the difficulties, many clinicians use dif- 
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ferent terms for the same condition or the same term for different 
conditions. One finds the diagnosis of traumatic hysteria and trau- 
rmatie neurosis used interchangeably and indiscriminately and the 
diagnosis of concussion is capriciously applied to clinical syn- 
dromes which neither from the history nor from the symptomatol- 
ogy can be differentiated from the other two.’’ 

It would be of very little use just to enumerate various classifica- 
tions, offered by different students of this subject, such as Hadley”, 
Osnato’’, Solomon’, Hall and Mackay”, Straus and Savitsky’, 
Wechsler’ Sands*, and others. On the other hand under the eir- 
cumstances it would be futile and confusing to recite in detail each 
syndrome deseribed under various headings in these classifications. 
As one reads the description of these syndromes there is noted con- 
siderable similarity in the clinical pictures presented although in- 
terpretation of the underlying mechanisms or pathology may be 
different. 

Most recently an attempt to clarify this phase of posttraumatic 
sequelae was made by Ebaugh™. 

The author refers to the book written by him and Benjamin on 
Trauma and Disease. In this book after mentioning the contribu- 
tions of several other writers, the authors suggest a classification 
of the posttraumatic minor personality disorders, which in many 
respects coincides with that of Wechsler, and basically does not 
differ much from an earlier presentation by Osnato. 

Wechsler’? reporting on a study of 100 cases submits the follow- 
ing classification, of the syndromes in cases of head injuries in 
which the symptomatology is essentially psychic or mental: 

1. Malingering—Wechsler defines this condition as foilows: 
‘The individual becomes a malingerer only when he consciously 
and purposely in order to deceive, to evade responsibilities, or to 
derive gain, feigns illness and voluntarily tries to reproduce signs 
and symptoms which he really does not have, or extravagantly ex- 
aggerates minor ones which he has.’’ In its pure form malinger- 
ing is very rare. Out of 100 cases studied there was but one with 
outright simulation and only two patients, who, in addition to the 
hysterical symptoms had some evidence of malingering. The au- 
thor states, however, that in practically all posttraumatic syn- 
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dromes there is a tendency to overvaluation of symptoms, to pre- 
occupation with symptoms, to exaggeration of complaints and to 
a desire to shift responsibility from oneself onto others. Even 
patients with definite signs of brain injury are apt to show psycho- 
genic coloration of symptoms. Up to a certain point all this may 
be regarded as almost normal. Malingering invariably occurs 
when the trauma is slight and the initial symptoms minimal. 

2. Traumatic Hysteria—This is the most common sequel of 
head trauma that is not accompanied by gross evidence of organic 
brain injury. It was present in 56 out of 100 cases. The diagnosis 
of this condition must be based on one set of negative and one set 
of positive criteria. There is a history of only minor injury with- 
out any evidence of clinical signs of brain injury or cerebral patho- 
logical condition on encephalogram. Merely negative evidence, 
however, is not sufficient and the diagnosis can not be made by ex- 
clusion alone. There must also be positive evidence that the 
trauma called forth psychogenic symptoms, and that there is a hys- 
terical reaction of an individual who has an underlying neurotic 
personality makeup. The patient makes unconscious use of the 
trauma to solve personality difficulties. The accident brings to a 
head a series of inner and outer conflicts which the patient was 
unable to face squarely or to solve adequately. The trauma pre- 
cipitates the neurosis, sets in motion the same mental mechanisms 
as in any other hysteria and serves as a convenient solution of in- 
dustrial, social, marital, familial or psychosexual conflicts. Litiga- 
tion and compensation may play some role in this condition but 
they are not of paramount importance. 

It is interesting to note that compulsion and obsessional neu- 
roses are never or rarely ever precipitated by head trauma. 

3. Concussion or Traumatic Encephalopathy (the two terms are 
beginning to be used interchangeably)—This occurs in a fairly 
large percentage of patients suffering trauma to the head. In 
every case there was a history of more or less prolonged uncon- 
sciousness. The symptoms were entirely subjective in all of them 
and in but few more were there even minimal clinical signs of or- 
ganic disase of the nervous system. The author emphasizes the 
fact that concussion is not a simple process and that it consists of 
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fairly definite pathological changes consequent on trauma to the 
head, which is accompanied by unconsciousness at the time of the 
accident. The diagnosis of this condition depends on the history 
of prolonged unconsciousness, on the presence of ‘‘small signs’’ 
of neurologic involvement, on the absence of psychogenic causal 
factors, on the persistence and the severity of symptoms, and on 
the evidence furnished by encephalogram when other facts are not 
sufficient to establish a positive diagnosis. 

4, Traumatic Neuroses—This is a comparatively uncommon 
condition. The author made this diagnosis only in 5 out of 100 
eases. The author believes that this term traumatic neurosis should 
not be used synonymously with traumatic hysteria as the two are 
distinct nosological entities. The clinical syndrome of traumatic 
neurosis does not differ from hysteria but is not dependent, as far 
as one can tell, on the unconscious use of the accident to solve dif- 
ficulties that have nothing to do with the trauma. That is, one is 
not dealing with a patient who had a neurotie disposition to begin 
with. These patients are a group of previously well adjusted indi- 
viduals, who, following a serious threat of life in which there was 
comparatively mild or even trifling injury to the head, beget a stub- 
born set of symptoms which are not amenable to suggestive ther- 
apy or other forms of psychotherapy. Their condition bears re- 
semblance to some of the war neuroses of soldiers who had been 
through particularly harrowing experiences, which they subse- 
quently relived in their dreams. 

They are a small group of patients without demonstrable cere- 
bral pathologic changes in whom hysterical mechanisms cannot be 
demonstrated, in whom compensation or litigation does not play a 
predominant role, who are resistive to treatment, and who find it 
difficult or impossible to return to their occupation at which they 
sustained the accident. 

Ebaugh™* and Benjamin present the following classification : 

{. Traumatic Encephalopathy (traumatic constitution) 
a. Simple type with subjective complaints of headache, ver- 
tigo, irritability, fatigue, impairment of memory 
b. With secondary psychogenic symptoms 
e. With malingering 
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II. Posttraumatic Functional Disorders 
a. Posttraumatic hysteria (rarely other psychoneurosis), a 
true hysteria precipitated by trauma in an individual 
with an underlying neurotic personality ; may be accom- 
panied by malingering. 
bh. Compensation neurosis—a hysteria in which the wish for 
compensation plays a leading role in the unconscious 
production of symptoms; may be accompanied by ma- 
lingering 
e. Traumatic neurosis—or terror neurosis; a neurosis usually 
hysteriform with pronounced anxiety features in which 
the psychogenic mechanisms differ from those in ordin- 
ary hysteria 
III. Malingering 


Commenting on traumatic neurosis Ebaugh™ states: (referring 
to Ebaugh and Benjamin) ‘‘In common with Straus and Savitsky 
and Wechsler they reserve the term traumatic neurosis for a spe- 
cifie and infrequent syndrome first described by Horn under the 
name of Schtreckneurose . . . It is typical that it occurs only fol- 
lowing a serious threat to life in such a situation that the patient 
has time to be aware of and terrorized by the impending disaster, 
accordingly it is frequent in war and earthquakes, and is seen oec- 
‘asionally in mining catastrophes and sea disorders, but almost 
never in the ordinary industrial and automobile accidents. Clin- 
ically the symptoms are usually those of an anxiety state, with 
particularly characteristic dreams in which the patient relives the 
traumatic situation. Unless complicated by secondary hysterical 
symptoms the condition tends to clear up spontaneously.’’ Wechs- 
ler’s opinion on the prognosis of traumatic neurosis appears to be 
somewhat different. He implies that these cases are ‘‘ resistive to 
treatment and find it difficult or impossible to return to their oe- 
cupation at which they sustained the accident.”’ 


MENTAL SYMPTOMS IN Heap INJURIES IN CHILDREN 


Mental changes resulting from head injuries in children have 
been recorded by several authors. 
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Strecker and Ebaugh” in 1924 reported a study of 30 children 
with posttraumatic behavior disorders. One-half of these were 
classified as traumatic constitution and the other half as traumatic 
defect conditions. The authors state that the behavior disorders 
bear a marked similarity to those common after acute epidemic 
encephalitis in children. They further note: ‘As in encephalitis, 
we also find in the posttraumatic group that the mental reaction 
may often represent an accumulation of the previous personality 
makeup.”’ 

Kasanin”® in 1929, reviewing the histories of 120 children who 
were observed at the Judge Baker Foundation and whose condition 
was diagnosed as psychopathic personalities, found that 13 of these 
cases had serious cerebral injuries, either a skull fracture or some 
concussion of the brain. He also compared the conduct disorder 
in these cases to that of epidemic encephalitis. 

Beekman” in 1928 presented a review of 234 cases of children un- 
der 13 years admitted to a hospital over a period of five years and 
who were followed up at the out-patient clinic for from two months 
to five years. In 19 of these cases there were noted some mental 
changes which he describes as follows: ‘‘In 19 cases the mother 
complained that the child’s behavior had changed since the injury. 
In many of these this fact was confirmed by the children’s teachers. 
The severity of this change in behavior varied from mild emotional 
symptoms—‘‘nervousness,’’ attacks of crying for no apparent 
cause or a slight irritability—to a change in character, when the 
child became sullen, quarrelsome and incorrigible. In two of the 
cases, the patients, boys, had to finally be committed to public in- 
stitutions. In the examination of the more severe types, the chil- 
dren were sullen and non-communicable, and were frequently 
caught in misstatements. In most of these cases there had been 
definite injury to brain tissue. In all but three the base of the skull 
had been fractured. In two eases the original injury had been elas- 
sified as mild, nine as moderate, and eight as grave. Ten children 
recovered entirely, six were much improved, but in three no 
changes were noted.’’ 


More recently Blau*t has presented a detailed study of 22 cases 
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of mental disorders following head injury in children. He grouped 
the cases according to the following classifications: 

1. Posttraumatic Acute Psychoses—Within a period of 10 
years, six of such cases were admitted to the psychiatric division 
of the Bellevue Hospital. ‘‘In this group are included cases of 
head trauma in which mental changes occur soon after injury, as a 
rule immediately after the recovery of consciousness.’’ All the 
children had severe head injuries resulting in coma. 

‘‘The mental picture in the six cases was characterized by acute 
excitement, with marked impulsiveness and restlessness. The pa- 
tients were noisy, cried and yelled continually, made constant de- 
mands on the nursing staff and could not be satisfied. Their symp- 
toms appeared to be merely severe behavior problems, since con- 
sciousness was usually clear, contact was good and when attention 
was held one could even reason with the patient to obtain a promise 
for more cooperation. Indeed, the first impression was that these 
were the reactions of previously poorly trained children . . . On 
closer study it became evident that these patients exhibited a be- 
havior which was impulsive, involuntary and beyond their control. 
They seemed to lack ability to exercise any form of self-restraint. 
One sensed a powerful loss of the faculty of inhibition. At one mo- 
ment they sincerely promised and attempted self-control, but at the 
next they again manifested every form of infantile behavior to 
secure more attention. Throughout the psychosis, the outstanding 
affective manifestations were those of irritability and fear 
At no time the children showed any hallucinatory or confabulatory 
tendencies . . . All were amnesic for the accident and the events 
leading to it but otherwise showed fair memory. They were able 
to recognize parents, physicians and attendants and readily re- 
-alled facts in their personal history. All showed a complete lack 
of insight into the illness, manifested by many attempts to get out 
of bed and repeated requests to be sent home. 

In five cases the psychosis took an unremittent course, varying 
from 14 to 35 days, in which constant sedation was required. When 
the condition began to improve the children recovered rapidly, usu- 
ally in a few days. The previous normal personalities were then 
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revealed, and they were found to be pleasant and cooperative, ex- 
hibiting a distinct contrast to the psychotic behavior.”’ 

9. Posttraumatic Chronic Behavior Disorders—‘ The onset of 

mental change was first noticed shortly after convalescence from 
the acute injury. The age at the time of the initial trauma varied 
from 3 to 10 years.’’ The ages of admission to the psychiatric 
ward were considerably greater, varying from 7 to 14. None of the 
patients showed signs of foeal disease of the central nervous 
system. 
«The essential characteristic of the syndrome was a complete 
reversal of personality from that of the previously normal child 
to that of one who was asocial, unmanageable and unyielding to 
any form of training.*’ 

‘¢Among the outstanding features in these cases are the changes 
in behavior, with such characteristics as over-activity, restlessness, 
destructiveness, impulsiveness, assaultiveness, cruelty to animals, 
emotional instability, temper tantrums, truaney and delinquency. 
The prognosis in most cases was poor and in only a few instances 
was improvement noted.’’ 

‘‘The mental picture in these patients who had undergone 
trauma was similar to that often noted in children after epidemic 
encephalitis. ”’ 

3. Posttraumatic Epilepsy and Secondary Deterioration—The 
author states that it is usually believed that injuries to the brain 
are more likely to lead to epilepsy in children than in adults. How- 
ever, no statistical study has been made of the exact relation of 
head trauma to epilepsy in childhood. 

‘Posttraumatic epilepsy occurred in five cases . . . The first 
convulsive seizures appeared within a few months to a year after 
the trauma’’ ‘*The mental symptoms shown in these cases 
were similar to the standard descriptions of the epileptic character 
or personality. These symptoms include egocentricity, sensitive- 
ness, loss of interest, moodiness, irritability, and impulsive assaul- 
tiveness with outbursts of rage, particularly before the seizures. 
One patient showed occasional epileptic equivalents in the form of 
fugue states during which he wandered away from home.’’ Rapid 
progressive intellectual deterioration was noted in two cases. 
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4. Posttraumatic Cerebral Defect Conditions and Secondary In- 
tellectual Deteriorations—The author states that many writers re- 
marked on the surprisingly small number of mentally defective 
persons in whom the deficiency could be attributed to head injury, 
There are, of course, cases in which the lesion is so severe that 
idiocy or imbecility is inevitable but such cases are rare because 
extensive injury to the brain is usually fatal. He concluded that 
mental deficiency is a rare sequel of head trauma although a form 
of secondary intellectual deterioration may occur as a result of a 
lack of interest and attention and of easy fatigability. 


DIAGNOsIS 


To determine whether the remote symptoms following a head 
trama are dependent on structural neural injury, Kennedy and §. 
B. Wortis®” offer the following criteria: 

Absolute criteria: 
1. Roentgen evidence of skull fracture 
2. Bloody spinal fluid 
3. Bleeding or cerebrospinal fluid leakage from orifices, espe- 
cially from the ears 
4. Focal cerebral palsies 


Presumptive criteria in the order of their importance: 
5). Convulsive states, proved posttraumatic 
6. Ventricular distortion, proved posttraumatic 
7. History of prolonged unconsciousness 
8. History of adequate trauma 


** All these units are really measurable and are instrumental in 
establishing the fact of brain injury.’’ ‘‘If other symptoms such 
as headache, dizziness, for example are ununited to any of the 
above criteria, there is very little likelihood that the symptoms are 
a result of structural neural change, but are rather neurotic in 
character. ”’ 

It is well agreed upon by most of the observers that the gravity 
of the head injury is not necessarily directly proportional to the 
severity of the blow or the extent of the skull damage, but is 
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rather dependent upon the extent of injury to the meninges, the 
cerebral and meningeal vessels or the cerebral nerves. This fact was 
strikingly illustrated by a report by Globus® of a case of a boy 17 
years of age who met with what was considered a minor accident : 
He struck his head on a cross beam in a barn. He was dazed fora 
moment and experienced slight pain. For about two months he re- 
mained apparently well except for an occasional headache and vom- 
iting. He attended school and participated in games and other 
activities. Later the symptoms became more pronounced, however, 
and at an operation there was found an extensive subdural hem- 
orrhage. 

Straus and Savitsky' maintain that unconsciousness does not 
always follow a severe brain injury. They assume that uncon- 
sciousness occurs when the blow happens to affect those parts of 
the brain concerned with the maintenance of waking states. ‘‘Other 
parts of the brain may be jarred only enough to give rise to an al- 
most imperceptible obnubilation of consciousness or no disturbance 
at all.’’ The authors state that it has been observed that injuries 
to the occipital part of the head result in unconsciousness more 
often than do blows to more anterior parts. The authors quote a 
report of a case by Mossier in which the only result of a blow to the 
temporal region was an intense olfactory experience without any 
loss of consciousness, and also a case reported by Koopman of a 
girl 11 years who died after being struck on the head by a snow ball 
without any loss of consciousness. The cause of death was deep in- 
tracerebral hemorrhage. Several other observers report serious 
head injuries which were not associated with loss of consciousness. 

On the relation of unconsciousness to head injury Glaser and 
Shafer? comment: 

“The period of unconsciousness was in no way directly related 
to the type of skull injury. However, the patient without skull 
fracture was less likely to be rendered unconscious than the one 
with skull fracture. The period of unconsciousness was in no way 
related to the appearance of symptoms or signs, as headaches, 
dizziness, and the like would develop in a patient who was not un- 
conscious as often as in the patient who lost consciousness. How- 
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ever, there was evident some general relationship between the ex- 
istence of unconsciousness and the duration of symptoms or signs.” 

The important role played by pretraumatic personality, which 
may color an organie syndrome or become fertile soil for minor 
changes in personality, following a trauma, was emphasized by 
Meyer‘ in his classical paper mentioned above and more recently 
in a discussion of Osnato’s paper. The same opinion has been re- 
iterated by Hadley and many other authors. Hadley’ states: 
**The diversity of the clinical symptoms presented in cases of al- 
leged traumatic origin are such that a cross section will not suf- 
fice. One must have some reliable data from a longitudinal view- 
point of a patient’s career if one is adequately to understand the 
phenomena, show that certain changes have taken place, or appre- 
ciate the subtle and gross alterations in mental character, and 
personality makeup of the individual.’’ Gordon” has very well 
demonstrated the importance of a thorough investigation of the 
early history of the patient before evaluating the significance of 
a trauma in the psychiatric syndrome. 

Straus and Savitsky’ make a plea for a searching and exhaustive 
neurological and psychological examination before an organic basis 
of a symptom complex simulating a psychoneurosis is ruled out and 
the clinical picture is ascribed primarily to psychogenic origin. 

To divert into the field of neurology for a moment, some of the 
minor neurological signs quoted by Straus and Savitsky are pre- 
sented. 

‘‘Mann recently enumerated the following neurological signs 
which are indicative of brain damage: difficulty in lateral conjugate 
gaze, a slight tendency to fall to one side, diminished corneal re- 
flexes, and slight disorders in coordinated movements. Goldstein 
urged that more attention be paid to the investigation of cerebellar 
signs and symptoms in patients with gunshot wounds of the head. 
He indicated that mild involvement of cerebellar pathways is fre- 
quently overlooked and that the patients are considered neurotic. 
Residual of aphasia may easily be missed and unless the condition 
is thought of, mild forms of sensory agnosia may be overlooked. 
Schilder and Stengel pointed out the importance of pain asymbolia. 
Changes in tonus limited to one limb, slight postural defects, defee- 
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tive associated movements, convergence reactions and other less 
striking manifestations of disease of the basal ganglia are some- 
times not noted during the usual neurologie examination.”’ 

‘‘Kino recently pointed out the importance of the depression of 
the tendon reflexes after head injuries.’’ 

‘‘Katzenstein discussed transitory changes in the shape of the 
pupils following head injury.”’ 

On the psychological side the authors state that the usual psy- 
chiatric examination is incomplete and will detect only the most 
evident defects. A careful study should be undertaken of the na- 
ture of the intellectual process, the quality of the sensory experi- 
ences and the states of volitional tendencies. In more obscure eases 
the authors suggest resort to more specialized psychological exam- 
ination, which requires special training. Ebaugh** supports the 
authors in their plea for a thorough neurological examination. He 
adds that Rorschach may be of great value in cases where the dif- 
ferential diagnosis between encephalopathy and the functional syn- 
drome is particularly difficult. 

Straus and Savitsky’ further state: ‘*‘The day has passed when 
the neuropsychiatrist can ask the injured person a few questions 
and as a result of a brief interview form an opinion as to the in- 
tactness of all the psychologic processes, the patient’s adaptive ca- 
pacitv and his personality makeup. A more careful analysis, util- 
izing if possible these psychologic methods, is advised for doubtful 
cases, ’? 

Too much emphasis has been placed in the past on the necessity 
for the presence of intellectual defects in cases of organic disease 
of the brain. The experience with encephalitis has been striking in 
this respect. The defect may be largely limited to the affective 
sphere. There may be no difficulty in solving simple arithmetical 
problems, but there may be impairment of the sense or inability 
to evaluate ethical and social problems, lack of earnest relation to 
reality, loss of interest and initiative and other defects in the voli- 
tional processes. Bush called attention to the defective adaptive 
capacity of those with head injuries; an inability to alter readily 
the tempo and rate of work. All these disorders of the mental life 
may be due to injury to neural pathways and centers, though the 
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defects are occasionally noted in psychogenic disease. Some of 
them are perhaps a result, as Friedmann has noted, of inability to 
mobilize psychic energy.’’ 

Discriminate use of encephalography as a diagnostic aid of brain 
damage is agreed upon by most neurologists. The indications for 
this procedure in every case, however, is questioned by some. At- 
tention should be called here to a plea made by Sands” for a com- 
petent neurological examinations and recording of the findings as 
soon after the head injury as the patient’s condition permits. Such 
records are of great importance in evaluation of later symptoms, 


INCIDENCE 

As to the incidence of mental symptoms associated with head in- 
jury the writer was unable to find any reports of extensive statisti- 
cal studies of this phase of the subject. The report of the U.S. De- 
partment of Commerce on the patients in all hospitals for mental 
diseases for 1936 indicates that traumatic psychosis represents 0.6 
per cent of all admissions. Approximately the same percentage 
is reported from individual hospitals for a period of a number of 
years. This percentage does not tell the whole story. As was 
noted by Cheney™: ‘‘A large number of cases with acute mental 
symptoms immediately following the head injuries are treated in 
general hospitals and never reach mental hospitals.’’ Besides, a 
large number of cases with minor sequelae are ambulatory and are 
treated at the physician’s office. 

The Department of Commerce had no information on the annual 
incidence of head injuries. Therefore, the above data do not 
throw any light on the number of cases with head injury which de- 
velop mental symptoms. There are, however, a few reports on 
small groups in which the incidence of mental symptoms per given 
number of head injuries is recorded. 

Frazier and Ingham* on the basis of observation of 200 cases 
with gunshot wounds at a veterans hospital state that ‘‘ psychonet- 
rosis as an element in the symptomatology of this series was com- 
paratively unimportant. With three or four exceptions anxiety, 
and neurasthenic symptoms were present only to a degree commen- 
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surate with the nature of the injury. Conversion hysteria was not 


encountered in any of the cases.’’ Only four cases developed seri- 
ous mental symptoms in the form of terminal deterioration. All 
of these cases had penetrating wounds involving both hemispheres. 
On the other hand, of the many patients with unilateral frontal le- 
sions, some of them extensive, none showed characteristic psychic 
symptoms. 

Earley®* made a study of 100 patients who suffered their injuries 
from 5 to 13 years prior to the followup examinations. He found 
that among these 100 cases 19 had headaches that were severe and 
frequent enough for the patient to attribute them to the head in- 
jury. Fifteen had vertigo, which was brought on by movement of 
the head. Seven had defective memory. In three, a traumatic psy- 
chosis developed. In four, personality changes have developed. 

Stone and Brams®” who made a followup study of 54 eases of def- 
inite head injuries from 6 to 18 months after the injury, report that 
three of these cases developed traumatic psychosis, two of the pa- 
tients recovered within two months after the injury, while one was 
confined to an institution eight months after the injury; three other 
cases developed emotional changes as follows: one had a paranoid 
trend; one bit his tongue and ground his teeth: and one showed 
increased irritability and excitability. Headache persisted in 10 
patients. 

Glaser and Shafer in a series of 255 cases of head trauma found 
mental changes, ‘‘consisting of disorders of the mental faculties 
with changes in character and habits, and associated with unrea- 
sonable and purposeless action and language,’’ in 24 cases or 9 
per cent of the whole series. ‘‘Mental changes predominate in 
fractures of the base, whereas they occurred to a lesser degree in 
those cases without fracture and in those with fracture of the 
vault.’’ They also found that mental changes may manifest them- 
selves at a period later than three months after injury. Beekman 
in review of 234 eases of head injuries in children under 13 years 
admitted to a hospital over a period of five years and followed up 
from two months to five years, found that in 19 of these cases there 
were noted some mental changes. 
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PROGNOSIS 

Russell reporting on his analysis of records of 200 patients with 
head injuries who were reexamined at an average interval of 18 
months after they were examined during the acute stage notes the 
following: 

1. Of 139 working men and women, 79 per cent had been able 
to return to their full work within six months of the accident. 

2. The duration of convalescence is in direct proportion to the 
age of the patient. In the later age group there is a greater tend- 
eney of symptoms to persist, that is the power of recovery from 
posteoncussional symptoms is less in this group. 

3. Six per cent of 15 to 30 years were unable to do full work 18 
months after the injury, 21 per cent of 30 to 50 years were still 
fully or partially incapacitated at this interval, while the corre- 
sponding figure for patients over 50 was 46 per cent. 

Of 110 men and women under 40 years with severe head injuries 
only seven had not returned to full work 18 months after the in- 
jury. 

From his observations Russell coneludes that the most important 
single factor which influences the ultimate prognosis in a case of 
head injury is the age of the patient. The severity of the injury, as 
indicated by the duration of unconsciousness, is of some import- 
ance, while the presence or absence of fracture of the skull is of 
least significance. 

Glaser and Shafer’ from their study of 255 cases concluded that 
the recovery from mental changes, nervousness, visual complaints, 
fatigue, insomnia, body pains, gastric symptoms and the like usu- 
ally occurred in the first year and a half. If these symptoms ex- 
isted beyond a year and a half, recovery rarely occurred. Inci- 
dently they assume the latter criterion for all the symptoms and 
signs of head injury, stating, ‘‘if symptoms and signs lasted be- 
yond a year and a half, the prognosis for ultimate recovery was 
poor.”’ 

Of 54 cases studied by Stone and Brams”® there were 40 complete 
recoveries, 10 partially recovered and four remained unimproved 
and totally incapacitated for work. 
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Bonner and Taylor*® commenting on prognosis of head injuries 
conclude from their study of 50 cases admitted to Danvers State 
Hospital that: ‘‘In comparison with the severity of the psychosis 
shown, the duration of stay in the hospital and subsequent adjust- 
ment, both social and economic, is better than might be expected, 
with the exception of the cases of posttraumatic mental deteriora- 
tion, which usually require continued hospital care.”’ 

Of the 19 children from 234 with head injuries who developed 
mental symptoms, as reported by Beekman,” 10 recovered entirely, 
six were much improved, only in three no change was noted. 


PATHOLOGY 

It is not the intention of the writer in this review of some of the 
literature on the psychiatric aspect of head injury to go into any 
detailed consideration of the pathology of head trauma. A few 
general remarks, however, may be quoted to round out the presen- 
tation. 

Sands” in his conclusions on anatomical aspects of brain injuries 
states: ‘‘Cerebral and subarachnoid hemorrhage, cerebral edema, 
and disorganization of the Virchow-Robin lymph system, contrib- 
ute to brain destruction and degeneration. Posttraumatic sequelae 
are due to loss of brain tissues, meningocortical adhesions, con- 
traction of sears, collection of fluid in the meninges, and interfer- 
ences with proper cerebrospinal fluid and lymphatic cireulation.’’ 

Wechsler’ justifies a designation ‘‘traumatiec encephalopathy ’’ 
by citing the work of several authors, (Martland, Foerster and 
Penfield, Bielshewski, Rand Courville, and Friedman) who con- 
tributed greatly to the knowledge of the anatomic changes un- 
derlying this condition, such as ‘*minute hemorrhages , glial 
changes, cell and fibre degeneration, disturbed cerebrospinal dy- 
namics, ventricular distortion and brain atrophy.’’ 

Winkelman and Eckel* in a recent report on the clinical and his- 
topathological study of five cases of posttraumatic state varying in 
time from four months to five years found corroboration of their 
former study** of minor changes in the brain associated with severe 
brain damage which caused death in days or weeks after the injury. 
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They classify the changes related to the trauma as: 

‘*1. Those changes that are the direct result of the injury it- 
self. 2. Those changes that are secondary to the injury. 3. Those 
processes found in the brain associated with the terminal illness, 

‘‘'The changes which are the direct result of the injury include 
the damage to the brain at the time of the trauma, including hem- 
orrhages, bruising, lacerations, petechial necroses from commotio 
cerebri, edema, circulatory and spinal fluid disturbances. 

‘‘The changes which are secondary to the injury are those which 
take place as the result of the original alterations in brain strue- 
ture and physiology. As results of the circulatory change we could 
include here the secondary anoxemia with ganglion cell changes 
and the production of acellular areas. The glial changes, the 
chronic cell processes and meningeal changes can also be considered 
as secondary to edema and to the bleeding into the brain and its 
fluid spaces. 

‘‘The changes found in the brain associated with the terminal 
illness can include everything found at postmortem due to general 
disease, unrelated to the accident . 

‘**Histopathologically the patients showed focal lesions of hem- 
orrhage and softening with scattered petechial lesions of the same 
sort. The changes in the brain in general were attributed to the 
original concussion plus the secondary changes due to anoxemia 
from increased intracranial pressure. These involved the ganglion 
cells and blood vessels plus a universal glial overgrowth.’’ They 
also found that adhesions of the pia-arachnoid to the cortex and to 
the dura were present in nearly all cases. 


TREATMENT 


The most important factor in treatment of any after-effect of 
head injury including the mental symptoms consists in prevention 
of these symptoms by proper surgical and medical treatment of 
head injuries at their onset. As Winkelman” puts it: ‘‘It is not 
only the trauma, but the handling of the patient afterward that de- 
termines what will happen to the brain, the most sensitive organ of 
the body, an organ that degenerates with the loss of blood supply 
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in eight minutes and completely degenerates in less than 15, some- 
thing that physicians are sometime a little late in remembering.”’ 

Mock** commenting on the same subject states that prevention of 
sequelae of head injuries depends upon adequate treatment of all 
head injuries, but especially of those which at first seem to have 
suffered only slight cerebral damage. 

As to the treatment of persistent cerebral disorders Mock, who 
incidently believes that there are too many cases of old head in- 
juries going about misunderstood and inflicted with diagnoses of 
hysteria, neurasthenia, compensation neurosis and even malinger- 
ing, and that the majority of these are definite cases of persistent 
cerebral contusions, states that the aim in treatment of such cases 
should consist of relief of the persistent increased intracranial 
pressure. ‘‘Prolonged and continuous rest in bed, purging, in- 
travenous injection of glucose or other hypertonic solutions and 
even repeated lumbar punctures may be necessary before this can 
be accomplished. ’’ 

Penfield** has advoeated lumbar insufflation as a treatment for 
rhronic posttraumatic headache. Drayton*’ reports very faborably 
upon the results of treatment of posttraumatic headache, dizziness 
and change of character by pneumocranium in 100 eases. 

fussell’ is of the opinion that treatment of patients suffering 
from postconcussional symptoms depends first on accurate diag- 
nosis. The disturbances are usually subjective, and it is necessary 
to distinguish organic from functional symptoms. The symptoms 
complained of have to be considered separately in each case. Iden- 
tical injuries to the head of two individuals may produce quite dif- 
ferent after-effects. 

Not only must the symptoms be analyzed, but any underlying 
anxiety should be brought to light, especially in those eases in 
which the functional element is prominent. Clinical examination, 
following by simple reassurance, cures many such eases and it is 
well to explain to the patient that such symptoms are common and 
will gradually disappear. 

He believes that in many cases light work should be provided be- 
fore full work is attempted while in some cases rest in bed may give 
quick relief to postconcussional symptoms. Russell also advocates 
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sedatives such as bromides and luminal in those eases in which ir- 
ritability and hypersensitiveness to noise are troublesome. 

The treatment of ‘‘ posttraumatic neuroses’’ outlined by Hall and 
Mackay,” aside from the special features of a prompt settlement of 
all financial controversy by a lump sum payment, rather than pro- 
tracted payments, and a prompt reestablishment of the patient in 
some form of work in which he can effect a transfer of his atten- 
tions from himself to outside interests, differs in no way from the 
treatment employed in the cases of any psychoneurosis. 

The point of lump sum settlement, which had been stressed by 
many authors in the past was contradicted recently by Norcross.“ 
After a followup study of many workmen’s compensation cases 
which were closed by a lump sum settlement, he came to the con- 
clusion that the value of a eash award is vastly overrated. ‘‘It is 
the settlement of the ease, the actual ending of litigation, which is 
of value. Whether the final compensation award is paid in one 
lump or extended through a number of installments made little dif- 
ference in the claimant’s condition.’’ Incidently, Norcross urges 
that cases be given prompt and careful handling because neurotic 
conditions grow as cases are delayed. 


CONCLUSION 


In conclusion one may say that there are definite clinical entities 
which can be attributed directly to the head injury. Such are acute 
traumatic psychoses (deliria), posttraumatic personality disorders 
and posttraumatic deterioration, 

There is another group of cases of mental illness which is ocea- 
sionally attributed to head trauma. These are the so-called dis- 
orders of psychogenic origin and grossly include paranoid condi- 
tions, dementia precox, manic-depressive psychoses. There is a 
general agreement among the neurologists and psychiatrists, how- 
ever, that no direct relationship could be established between the 
head injury and the above mentioned psychoses. If the trauma 
plays any part in such eases it is only of a secondary precipitating 
nature and in such event its réle will not be any different from that 
played by any other trauma of physical or psychological nature. 

There is still another group of mental symptoms associated with 
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head injury which simulates psychoneuroses with or without minor 
neurological changes. In such cases frequently it is very difficult 
to make a definite interpretation. It requires special training, 
skill and painstaking study of each individual case to determine 
whether one is dealing with an encephalopathy resulting primarily 
from the head injury, a reaction which is primarily of psychogenic 
origin, or whether both factors are playing a part in the reaction. 
It is in regards to this clinical entity that a great controversy still 
exists. The rather complex clinical picture is often more compli- 
cated by the medicolegal aspect of the situation. 

In spite of a sincere attempt of a physician to be purely objec- 
tive in arriving at a decision in such cases, the ‘cultural compul- 
sive’’ of the physician apparently plays an important rdéle in the 
final decision. tlow else could one explain the contrast between 
some experts in the field, who criticize the antagonistic attitude of 
many physicians to the patients, who claim injury from industrial 
accidents, and plead for a humane attitude to these people; and 
those who exalt the polo player, who insists on ‘‘ playing the game’”’ 
in spite of a serious head injury, while at the same time they point a 
suspicious finger at the worker, as a man who attempts to ‘‘extort’”’ 
compensation on the basis of apparently minor injuries. 

There are no statistical studies available to ascertain the inci- 
dence of mental svmptoms following head injuries. 

On the whole prognosis for recovery from the gross mental 
symptoms following head injury is rather favorable. In relatively 
few patients the defects remain permanently. Some authors be- 
lieve that if the symptoms persist for 18 months the chances for 
recovery from them are small. 

The pathological changes which may result from head injury are 
those associated directly with the trauma and which consist of dam- 
age to the meninges, cerebral vessels or parenchyma, and those 
secondary to the original damage to the above tissues resulting in 
loss of brain tissues, meningocortical adhesions, contraction of 
sears, collection of fluid in the meninges, and interference with 
proper cerebrospinal fluid and lymphatic circulation. 

The most important feature of treatment of the posttraumatic 
sequelae is their prevention by proper treatment of the head in- 
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juries at the onset. The persistent headache and dizziness are 


treated by some by rest and various measures of reduction of in- 


tracranial pressure. Some physicians report favorable results 


from lumbar insufflation of air. The treatment of mental symp- 


toms following head injury does not differ from the treatment of 


similar psychiatric problems from other causes, except from the 
medicolegal aspect. 
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TECHNICAL APPROACHES USED IN THE STUDY AND TREATMENT OF 
EMOTIONAL PROBLEMS IN CHILDREN 


BY J. LOUISE DESPERT, M. D., 
NEW YORK, N. Y. 
Part Six 
Correlation of Facts—Evaluation of Methods 
I. Introductory 

In five previous papers (Psycatatric QuarTERLY, October, 1936- 
October, 1937) methods of approach for the study and treatment 
of emotional problems in children have been described each being 
considered independently and without specific reference to the to- 
tality of psychiatric cases admitted in a typical children’s service. 
An effort will now be made to consider the application of the meth- 
ods and their relative value as means of study and therapy in a 
setup such as that of the Psychiatric Institute. 

II. General Routine on Admission 

As earried out at the Psychiatrie Institute, the procedure on 
admission includes the collecting of anamnestic data, physical ex- 
amination, mental and psychometric examination. These are com- 
pleted by observations and reports from nurses, school, physical 
education, and occupational therapy teachers, psychologists, as well 
as by studies from social workers. The reader is referred to pa- 
pers by Potter’ ** for details concerning the organization and man- 
aging of a children’s service in a psychiatric hospital. 

When the child is first brought to the hospital, an anamnesis is 
obtained from the mother or the father and eventually from both, 
as well as from other relatives if indicated. The physical examina- 
tion is done as soon after admission as possible; with children this 
is not always obtained as early as with adults. Apart from the 
acutely psychotic or physically-ill child, delay is justifiable espe- 
cially since a large proportion of children show anxiety. It is de 
sirable not to associate in the child’s mind the physician who will 
later treat him and who needs to make at the outset a friendly rap- 
port with him, with the physicians who may have been instrumental 
in causing the child discomfort and fear; and any one familiar with 








J. LOUISE DESPERT, M. D. 177 


a child guidance clinie knows that the average child has been sub- 
mitted to a variety of examinations and treatments prior to his 
admission to the clinic. In all cases, however, temperature and 
pulse are taken daily during the first few days. The writer re- 
alls only two cases where even this could not be carried out with- 
out arousing anxiety in the child. 

The first contact of the physician with the child should be casual 
rather than in the form of an official interview in the office. One 
must learn to ‘‘waste time’’ at first, in order to become acquainted 
with and accepted by the child if one wants to make better use of 
one’s time at a later period. Frequently the psychiatric institution 
and the physician have been used by the parents as a threat for a 
long time prior to his admission. The writer recalls one delin- 
quent child whose parents had threatened for several years to send 
him to a ‘‘reformatory’’ if he was ‘‘a bad boy”’ and who for a long 
time persisted in the belief that he actually was in a reformatory. 
For this same reason (previous association by parents of punish- 
ment threat and ‘‘bad behavior’’) the physician will be wise not 
to refer to the problem which led to admission in his first inter- 
views since the child expects him to be the instrument of punish- 
ment his parents have threatened him with. 

By asking the child about his interests, one may already get a 
hint as to what method of investigation will be most appropriate. 
A child may spontaneously refer to his drawings, productions to 
which parents and teachers have often remained indifferent, and 
about which they may even have expressed contempt. One such 
child had managed to keep from view numerous seraps of paper, 
which he had, in the course of several years, covered with draw- 
ings, contemptible productions to others, but priceless to him. His 
verbal contact showed him to be shy, reticent, and encouraging him 
to draw proved the most satisfactory means of expression for him. 
The verbal type of child, on the contrary, may go spontaneously 
into telling stories, the theme of which will immediately reveal his 
emotional conflict as pointed out in previous articles. After very 
few interviews, the physician will get a fair idea as to which means 
is most likely to be productive and adequate for a particular child. 


One or several of the methods can be adopted, successively, alter- 
nately, or together. 











178 TECHNICAL APPROACHES USED IN EMOTIONAL PROBLEMS 


III. Mental Examination 

As expressed by Potter ‘‘the mental examination aims to secure 
an understanding of the child’s feelings and attitudes toward vari- 
ous experiences, toward various people who contact his life and 
toward himself.’’ With the emotionally disturbed child, at least, 
this cannot be obtained by direct questions such as ‘‘How do you 
get along with your brother or sister?—Do you like your father, 
your mother?’’—since answers to such questions usually fall into 
several categories: ‘‘ Nice’’ answers which the child thinks he is ex- 
pected to give, deliberate fabrications at variance with anamnestic 
facts in the record, no answers, or on the contrary, answers ex- 
pressing a defiant attitude. It is only exceptionally that the child 
reveals his true, deep emotional attitude in answer to this type of 
question. The fact hardly needs to be restated since it is demon- 
strated over and over in children’s records, as the latter bring out 
the contrast between formal answers (states he is fond of both 
parents, and so forth) and the latent feeling of hostility uncoy- 
ered and verbalized later in the course of adequate investigation. 
Several writers, among whom is Potter himself, have pointed to 
the necessity of avoiding direct questioning in initial interviews. 
In the process of describing various technical approaches for the 
study and treatment of emotional problems in children, the writer 
has stressed that, not only as regards initial interviews, but also 
the child’s spontaneous or stimulated symbolic expression, must 
direct questioning be avoided. This has been formulated about 
drawings, but holds true of any other material used. 

Another point to be stressed is the attitude of the physician. It 
is not enough that the latter he sympathetic; a more active partict- 
pation is demanded of him, thus making the child feel that he can 
go to all extremes of expression, much in the way the adult does in 
free association. Free association cannot be used with the very 
young child because of his inability to verbalize, and unrestrained, 
uncensored psychomotor activity is its equivalent. That the child 
in general expects participation from his environment ean be noted 
by those observing him at play alone or with others, and it de- 
pends on the physician’s attitude whether the child will incorpor- 
ate him in his field of activity and expression. It is not always 
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easy to watch a child chew or suck on clay, and even occasionally 
to be asked to do the same, to let him rub saliva on various objects, 
including the observer’s own belongings, et cetera, but a child who 
indulges in such activities strives to express something, and it is 
the reason for and the meaning of this activity that matters. In 
the whole setup, only the physician can give the child a chance for 
such expression and the release therefrom. This writer recalls a 
four-year-old girl who was admitted with multiple compulsions, 
negativism, assaultiveness toward other children, regressive be- 
havior in the form of wetting, soiling, smearing, as well as a much 
regressed and in part unintelligible speech, all symptoms of recent 
development. The mother, who is aggressive, oversolicitous and 
shows compulsive traits herself, has, in her handling of the patient, 
made use of the concept ‘‘bad-good girl’’ to such ends that the 
child’s whole behavior and mental reactions are pathologically de- 
termined by it. The words ‘‘bad girl’’ recur so frequently in her 
spontaneous utterances that no analysis is needed to establish the 
relation between her fears, aggressiveness, compulsive behavior 
and a strong sense of guilt, whatever the reason for the latter may 
be. In the playroom, this child spent her time doing only one 
thing: spitting in objects, preferably containers such as nursing 
bottles, dishes, or toys with holes, sucking back some of the saliva 
and redistributing it in other articles. She did this with evident 
pleasure, chuckling, suddenly raising her shoulders as she giggled, 
et cetera, but with her back turned to the physician and from time 
to time glancing over her shoulder with a fearful expression, the 
whole while not saying a word. The physician addressed her smil- 
ingly, since this reflected the child’s mood: ‘* Having a good time? 
Such fun, et cetera,’’ to which she nevertheless answered at first 
only by protective movements of arms and back. It was not until 
after several such sessions, that she began to talk to the physician 
as she performed openly before the latter, smiling at her from time 
to time, coming over to snuggle against her. There is no need of 
going into the releasing mechanisms at work in order to explain 
the affective bond thus created between physician and patient, 
which in this particular case appears to be the only affective con- 
tact the child has with the reality world. The change in her af- 











180 TECHNICAL APPROACHES USED IN EMOTIONAL PROBLEMS 


fective attitude is exemplified by two spontaneous remarks made 
to and about physician, the first on (re) admission, the second six 
weeks later, as follows: ‘‘ You are a pest that is a pest is a thing a 
new thing’’—‘‘She is my one.’’ This is the more important since 
in a psychiatric hospital, the function of all other adults, however 
sympathetic and individualized their attitude may be, is such as to 
preclude the release of such impulses which run counter to neces- 
sary routines and discipline. 
IV. The Physician’s Attitude and Role 

Throughout the child’s stay at the hospital his relation to the 
physician is determined by the nature and severity of his problem 
and the physician’s attitude toward it. Consistency of attitude is 
fundamental. The therapist cannot afford to jeopardize his con- 
tact by hovering between two opposite réles: that of the disciplin- 
arian, and that of the good, understanding parent-surrogate. It is 
true that frequently the child himself makes attempts to bring him 
into the position of the punishing parent, in an unconscious effort 
to reproduce an earlier situation. While this cannot be avoided 
and indeed must be faced, a consistent attitude alone ean give the 
child that emotional security toward which he ultimately strives. 

The situation in which ‘‘disciplinary’’? measures and decisions 
must be taken can be conveniently, if somewhat artificially, divided 
into two types: First, those related to the general order and or- 
ganization of the service (observance of hours, care of room and 
clothes, adjustment to group activities, and so forth), second, those 
directly related to the personal problem (attacks upon other chil- 
dren, homosexual activities, refusal to go to school, desire to se- 
eure permission for home weekends, to obtain ‘‘neighborhood”’ or 
other privileges in keeping with the degree and nature of improve- 
ment, and others). The former are dealt with by the head nurse 
and her assistants, the latter by the physician. It is those situa- 
tions that the physician can handle in such a way as to make the 
child share, if not assume, the responsibility of decisions. Thus, 
the mechanism of identification so frequently noted by educators 
and child observers is once again called into operation. As ex- 
pressed by S. Isaacs‘: ‘‘One of the striking things, in view of the 
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age of the children, is the readiness with which they respond to the 
adult’s appeal to this mechanism of identification.’’ In this in- 
stance, Susan Isaacs refers to identification with other children; 
the same holds true for identification with adults. It is indeed a 
striking thing that a child may come to his physician in great agi- 
tation or rage, demanding a privilege which he thinks is due him 
and soon quiet down and decide himself that he should not be 
granted this privilege by the use of such simple questions as: 
‘Why do you think you came here, to this kind of hospital? Why 
do you think a child who gets upset at his home stays with us at the 
hospital? If you were the doctor, would you think that he could 
go home so soon, and not get upset again?, ete.—or by mirror ques- 
tions such as ‘‘ What do you think? . . . Think about it. . . Tell 
me yourself,’’ in answer to the child’s own questions. Such an at- 
titude presents other features: it alleviates the fear of punishment 
by displacing the power to ‘‘punish’’ from one agent to another, 
thereby making possible a better affective relation between phy- 
sician and patient; it also helps the child gain insight into his own 
emotional reactions. 

A third type of situation warrants mention here because of its re- 
lation to psychological as well as physical therapy, namely situa- 
tions where hydrotherapy (in the form of packs or prolonged 
baths) needs to be prescribed because of marked restlessness or ex- 
citability. They are referred to as ‘‘water treatments’’ and never 
applied without such information given to the child. Incidentally, 
it is difficult to deal with the fear associated with such hydrother- 
apy, and it is not infrequently that a child persists in the belief 
that it represents some form of punishment, possibly due to the 
attitude of the other children toward it. 

V. Consistency in Findings 

In previous papers, references have been made about the child’s 
‘theme’? as revealed by individual methods. Viewing methods in 
their totality, one is impressed by the fact that for any given child, 
findings are consistent, whether one or another method is applied. 
This is clearly brought out by the productions, reported in part, 
(Psycnratric QuarTERLY, Oct., °36-Jan., ’37) of Harriet, a girl 12 
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years, 10 months on admission whose emotional conflict is crystal- 
lized around the sibling rivalry motive. There was especially the 
jealousy associated with breast feeding of the baby brother, first 
expressed indirectly and symbolically, then brought out as a con- 
scious memory later in the course of investigation. In her drayw- 
ings and her modelling, Harriet represented her mother’s breasts, 
nursing bottle (on which she was seen accidentally to chew and 
suck) and her stories expressed clearly the hostility toward her 
brother. Her other motives, such as hostility toward mother, can 
be followed in the various media used. The same can be ob- 
served with all children, to a greater or lesser degree of consist- 
ency, but is very striking in a case, known to the writer, of a boy, 
youngest of two boys in an American-Jewish family, 9 years, 1 
month, a severely progressive feeding problem, which began after 
weaning at four months: vomiting, food fads, lack of appetite, and 
dawdling which ‘‘makes it impossible’? for mother to be away 
‘feven an hour.’’ Gradually, the feeding problem has been fur- 
ther complicated by the pathological affective tie to the mother 
who herself is very ambivalent (has verbalized wish for his death 
in his presence and directly to him, but also states that she fears 
‘*he will eventually be an invalid, he might die. I’d rather die 
myself . . . Iam so miserable the days he vomits.’’) It is impos- 
sible to describe in brief the many-facetted pathological attitude of 
this mother which includes watching the child as he plays outside 
with other boys, calling him in to take his temperature if he is seen 
running, and having him sit immobile until his temperature has be- 
come ‘‘normal,’’ weighing the boy before and after use of the bath- 
room and ‘‘making up’’ for the loss with milk and cake, preparing 
two portions of food for each of his meals, the second to be used 
in case the first is vomited, ete. The boy has many fears, cannot 
go into the dark without mother, nor attend a film performance or 
football game (his older brother very active on his high school foot- 
ball team) without getting upset and vomiting. Innumerable diets 
and treatments, including herniotomy and appendectomy, have 
been carried out. Despite the developmental history as given, phy- 
sical status is normal, even weight being within normal limits. In- 
telligence superior. This boy’s theme is reproduced with exact 
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faithfulness in all the media used by him: stories and ‘‘plays”’ 
which he has offered to write, clay compositions, choice of toys and 
games. The theme deals with the hostility toward the older brother 
(‘a wonderful boy, an endless source of joy’’ to whom the mother 
constantly compares him) by removing him altogether from vari- 
ous spontaneous expressions: in clay, in drawings, in word and 
dramatic forms, he tells the story of a boy of his own age named 
Billy whose companion is a younger sister, Betty, and whose chief 
concerns are: 1. to become a great football player, and, 2. to ab- 
sorb food between games. Milk and cake, factors of contention in 
his reality world, appear with undue frequency. Incidentally, he 
did not at first acknowledge fears, and spontaneously stated his 
own problem as being ‘‘not eating so well because I am sick.’’ 

It is this consistency of findings by means of different media, 
and in the face of a lack of conscious motives, which points to the 
value of such methods as means of investigation. 


VI. How the Study Is Completed. 


Investigation of causes for and treatment of conflicts by such 
methods as have been described are based on the conviction that 
the actual behavior and affective expression (whether direct, in- 
direct or symbolic) of the child are determined by his past experi- 
ence, including psychic traumata. In the light of such conviction in 
a strict determinism, every gesture, every utterance, every spon- 
taneous or outwardly stimulated reaction has a meaning which 
must become clear when all the links in the past experience are 
known. The foremost question in one’s mind when observing and 
studying a child is therefore : ‘‘ Why—why this gesture ?—why this 
symbolic drawing? ete.’’ While the explanation may at first be 
wanting, and may even never become known, such an explanation 
is to be sought. 

Outside of the doctor’s office, information is gathered by sev- 
eral agencies enumerated above, which complements that obtained 
by the physician directly from parents and child. Three of these 


agencies are of special importance and warrant further elabora- 
tion. 
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A. Nursing staff: From the special point of view now being 
considered, the nurse plays two complex roles: that of parent-sur- 
rogate, that of dispassionate observer. In the latter capacity, he 
or she observes and records the personal habits of the child: care 
of self, clothes and other belongings, toilet habits, sleeping, eating, 
and thus provides important information as regards, not only the 
end-result of early home training, but also the various manifesta- 
tions of regressive behavior, such as soiling, wetting, smearing in 
a previously trained child, regressive speech (baby talk, et cetera) 
and the particular circumstances, if any, in which they occur. Ob- 
servations of activities are also recorded, as well as the affective 
reactions to those in the hospital environment; thus, the adjust- 
ment to other children (noting the sex and age) will often illum- 
inate an unclear sibling relationship; the attitude toward male and 
female nurses (noting sex, also, roughly, the age range and type 
of personality, and whether child is spontaneously affectionate or 
antagonistic toward the adults about whom the observation is 
made) is also of great informative value. Reactions to interviews 
with the physician need also be recorded. 

B. Social service: All cases on the children’s service are as- 
signed for social service workup, for children, as growing and rap- 
idly evolving beings, are much more dependent on their environ- 
ment than are adults. Therefore studying, and, if needed and pos- 
sible, changing environmental influences and parents’ personali- 
ties is an indicated goal. The mere comparison between anamnes- 
tic data obtained on admission even from ideally cooperative par- 
ents, and the data collected several months later points to the value 
of this agency, from our special point of view. Information ob- 
tained at first is not only incomplete, it is often inaccurate as well, 
the general tendency being first to present the problem as recent, 
well localized, and referable to some specific cause within the child 
himself, or to some well-defined outside cause (accident, operation, 
et cetera) then, as the months of hospitalization go by, to recall 
more and more instances of anomalous behavior, which throw the 
onset of the problem further back, or show the latter not to be so 
unilateral as it appeared. As parents talk their lives out and be- 
come involved in spontaneous or stimulated reflections upon their 
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relationship to the patient, they usually become relieved of the 
feeling of guilt which had made them unconsciously seek a (to 
them) more acceptable conception of the child’s difficulties. Fur- 
thermore, his removal from the home has relieved the general feel- 
ing of tension caused by his abnormal behavior. While it is true 
that there are occasional parents with whom the reverse is true 
(usually when the child shows no improvement and they begin to 
realize that he may require indefinite hospitalization), as a rule 
the relief of parents’ anxiety helps them gain a more objective view 
of the developmental facts. 

C. School teacher: Most children while at the hospital attend 
school. Their group is smaller than any public school group and 
the teacher is especially fitted for the complex function of bringing 
out each personality with the minimum friction possible, and with 
the maximum individual expression and group adaptation. The af- 
fective relation established between child and teacher is of interest 
in the light of the child-parent surrogate relation. The teacher 
also observes and records the relation to the other children. Here, 
more than on the ward, the competitive factor plays a part and op- 
portunities for the play of the sibling rivalry motive are more nu- 
merous. From an experimental point of view, the school offers a 
field for comparative studies, as was reported in the first paper of 
this series, an observation which further emphasizes the necessity 
of the physician’s attitude and role as defined here. 

VII. Correlation of Facts 

Through the several agencies named, numerous facts, as facts, 
are systematically collected. Before an adequate interpretation of 
the facts is arrived at, correlation between them must be achieved, 
with their time relation clearly established. Such correlation re- 
quires a constant shuttling back and forth between synthetic and 
analytic thinking. It requires bringing in close parallel, for fre- 
quent revision, anamnestic data, child productions, further social 
service information, further nurses’ and teachers’ observations. 

Frequently, it is the child’s utterances that throw a light on sit- 
uations either obscure or not yet brought out in the anamnesis: 
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through one boy’s drawings it is learned that he has been tied in 
the cellar and beaten by his parents, through another’s elabora- 
tions of his clay productions, a possibly psychotic feature appears 
in the mother’s personality structure (auditory hallucinations fol- 
lowing maternal grandfather’s death?) <A third child, a girl, to- 
tally unproductive through graphic and plastic media, brings out 
numerous ‘‘forgotten’’ memories and interesting points of infor- 
mation about personalities in the family background, points that 
were withheld, consciously or not, by parents and which provide 
the key to an understanding of the parents themselves. While, 
insofar as the child himself is concerned, it is relatively indifferent 
whether such experiences are actual or phantasied, since in either 
ease they are very real to him, on the other hand, it is of interest 
to check on them because their omission represents something sig- 
nificant in the parents’ personality. This can and should be done 
without revealing the child’s statements as this would be detrimen- 
tal to the child-physician affective relation, would cause anxiety 
to the parents and might create resentment on their part toward 
the child. Such situations are usually handled by closer question- 
ing regarding the period under scrutiny. Incidentally, this gives 
the parents an opportunity to gain insight into their own motiva- 
tion. 

The linking of all agencies of information aims to achieve a unity 
of conception which is valuable from two points of view: (a) the 
scientific (study of etiological factors—accumulation of clinical 
data for further investigations—-study of therapeutic approaches) ; 
(b) the practical (question of adjustment in the home and social 
group—of possible changes in the environment—economy of time 
and means). There is no need to emphasize that correlation of all 
facts, including material brought out by the child can help in ar- 
riving at an early diagnosis, the practical importance of which can 
readily be seen. Segregation of patients for adequate treatment 
and training can thus be instituted at an earlier stage (especially 
as regards certain classes, such as delinquents, epileptics, feeble- 
minded, ete., for which special opportunities are offered). 
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VIII. Complexity of Factors 

Even in this brief presentation of the subject, the complexity of 
factors involved in the study and therapy of children’s emotional 
problems is apparent, though, under hospital as against private 
practice or out-patient clinic conditions, it is much reduced: in eval- 
uating the behavior and emotional reactions of the child, the psy- 
chiatrist has the advantage of a situation the operative factors of 
which are relatively controlled, including that of personalities sur- 
rounding the child. Furthermore, the latter is under 24-hour obser- 
vation in a setup from which parents, as additional instruments of 
conflict and confusion, and the usual frictions with the average so- 
cial group are spared the patient. 

Notwithstanding these simplified conditions, the problem re- 
mains complex, owing to its very nature: comparing the adult with 
the child patient, one finds the latter not so well crystallized in a 
definite behavior and emotional pattern, the boundaries between 
the permanent and the transitory are not so well demarcated, so 
that for instance one child may present a history of severe temper 
tantrums so severe as to appear a bad prognostic sign and yet 
shortly outlived, while another starting with mild behavior anoma- 
lies such as may even be observed in the normally developing child, 
progresses toward a more chronic and profound disorder. Fur- 
thermore, criteria for the ‘‘normal children’’ are not well defined, 
especially with the youngest ones, whether one considers motor ac- 
tivity, distractibility, span and intensity of phantasy life, span of 
purely egocentric interests, span of infantile habits, later to reap- 
pear (or to have persisted) in the neurotic. Information regard- 
ing these criteria is not so reliable as where the mature individual 
is concerned, if one judges from the variability of data coming from 
different sources. Lastly, the child’s means of spontaneous ex-\ 
pression are fewer and less comprehensible (to us) than is the case 
with the adult, wherefrom the paucity of direct material thus far 
obtained about mental diseases in children. In passing, organic 
factors which are deliberately left out of consideration in this writ- 
ing, are an added element of complexity. 
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IX. What Is to Be Attributed to Therapeutic Procedure 

If a systematic study of non-selected child eases, taking into 
consideration etiology, diagnosis, systematic therapy, course in re- 
lation to this therapy or the absence of it; if such a study has been 
made, it is not known to this writer. 

Before considering the matter of evaluation of methods as spe- 
cific therapeutic agents, some observations must be reported: 
nearly all children improve spontaneously during the first weeks 
after admission, the few exceptions being found among the pro- 
gressively severe psychoses, or those cases with organic disease, 
such as postencephalitics or epileptics, though even among the lat- 
ter the improvement just reported may be noted. The following 
reasons are given as possible explanations for this general finding, 

(a) Removal from stimulating influences (neurotic or psychotic 
personality of parents—sibling rivalry—pathological attachment 
to one parent—conflict in the school situation). With some cases, 
this may go so far as to show an almost complete absence of the 
symptoms described on admission: a child described as assaultive, 
negativistic in his family or at school seems to be gentle, affection- 
ate and adaptable, ete. 

(b) The fact that children find themselves in a special setup 
where not only factors for pathological stimulation are absent, but 
also where a regular schedule for diversified and well planned oc- 
cupations is observed, where aim of adults is consistent and impar- 
tial, and adults are emotionally mature. 

(c) A very important aspect is that each child feels that he is 
with children more like him than the people who have contacted 
him prior to admission, since his experience has then been that 
of the exceptional child (either blacksheep or pet in the family). 
Whereas, he has been contrasted with the other children, either in 
his family or outside, now he finds himself similar to others. Chil- 
dren express this feeling in a variety of ways, but with the same 
spontaneity and intensity. This affords a considerable release of 
tension. 

(d) The possibility of affective attachment to physician in 
charge, representative of the good parent-surrogate, and this ir- 
respective of whether or not he has instituted systematic therapy. 
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This relationship is spontaneously expressed by some children who 
may for instance ask why the physician could not be his father or 
mother instead of his ‘‘real’’ one? 

(e) Even when visits by relatives are permitted, the parents 
themselves may be relieved enough by removal of child so that 
‘asual relation is made easier— incidentally, this apparent improve- 
ment may cause difficulties with parents who believe the child so 
much better, ‘‘eured,’’ that he might return home. 

This initial improvement at hospital, whether or not specifie ther- 
upy is instituted, makes it impossible to draw conclusions from the 
application of any therapeutic method on a short term basis. 


KX. How a Given Method Could Be Evaluated 


Even under the best conditions, it is difficult to obtain an ac- 
curate estimation of any given method as regard its therapeutic 
value, since other factors are always operating, which cannot be 
isolated, and the nature and role of which are not clearly defined. 
The ideal way would be to divide all cases in the same setup into 
(a) treated, (b) nontreated, all other factors than therapy being 
equal. The latter, however, can hardly be realized, since, together 
with other less obscure elemnts such as chronological and mental 
ages, social status, chronological relation to siblings, ete., it in- 
volves putting in parallel similarity of diagnosis and etiological] 
and hereditary factors, ete., in both series. The relatively small 
number of cases admitted per vear (55 to 60) makes it also difficult 
to achieve this classification, and finally, the function of the chil- 
dren’s service as a teaching unit makes the relatively rapid change 
of therapists compulsory. 

Failing to obtain ideal conditions, other means of and opportuni- 
ties for estimation must be used which the service, as set, provides: 
for instance, if introduction of or changes in therapeutie ap- 
proaches bring chronologically related changes in insight, behavior 
inanifestations, or productivity, we are justified in assuming that 
the latter changes are determined by the former, provided other 
factors remain unchanged. This takes place in special situations 
when, through unavoidable circumstances, there is a change of phy- 
sicians in charge, or cases remain unassigned for variable periods 
of time. 
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Another means of estimation, especially with regard to person- 
ality studies, rather than therapy, would be found in comparative 
studies, by the same techniques, of children with behavior or neu- 
rotic problems (with similar CA, MA, social status, ete.) of chil- 
dren deseribed as ‘‘normal’’ by accepted standards of normaley, 
ill-defined though these may be. David Levy has opened the path 
in the latter direction with his studies on sibling rivalry and finger 
sucking and accessory movements referred to previously. 

XI. Essai of Classification of Severity of Problems 

Improvement may be temporary (relative) or permanent, when 
absolute causes for conflict are found and the conflict can be worked 
out. Whether the latter obtains is ascertainable by case followup 
under continued, relatively controlled conditions. At the Psychi- 
atric Institute, long term therapy is possible, and prevalent, and, 
when incompletely carried out, it is due to lack of cooperation on 
the part of parents. It is therefore possible in the majority of 
cases to get some estimate of the nature and duration of improve. 
ment as well as to analyze conditions under which failures take 
place. 

The most amenable cases seem to be those where the emotional 
problem is well localized to within the family, in the absence of 
marked or prolonged personality disturbances, or neurotic symp- 
toms, even when the behavior disorder as manifested in the home 
is severe. Such are the problems of assaultiveness toward and in- 
compatibility with siblings, aggressive or overaffectionate attitude 
toward one or other parent, also most of the habit and feeding 
problems in young children, which are closely determined by the 
parent-child relation. When the problem represents clearly a di- 
rect transfer of pathological affective relation in the family to an- 
other social group, such as behavior disorder at school, assaultive- 
ness toward other children or teacher, it seems also more readily 
amenable. Lastly, neurotic problems where anxiety is a promi- 
nent symptom, in the absence of perceptual disturbances, hypo- 
chondriacal complaints or somatic delusions. 

On the other hand, the most severe fall roughly into the following 
categories : 

1. Cases where definite psychotic symptoms are observed. 
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9. Cases where organic factors are prominent, irrespective of 
whether the neurotic or behavior disorder is mild. 

3. Cases where the capacity for affective attachment is mark- 
edly reduced. This attains not only in psychotie children, but also 
in personality disorders where lack of affect is a characteristic fea- 
ture. 

4. Cases were severe compulsions are present. 

5. Disorders representing a spread to the social group in the 
form of antisocial behavior, and different in extent and nature 
from the direct transfer of pathological affective familial relations. 
To these belong the delinquencies which, in the writer’s experi- 
ence, are the most irreducible. In addition, these children come 
late to the attention of the psychiatrist, and with a long history of 
progressive personality problems, which may account for the diffi- 
culty encountered. 

6. All other factors being equal, a low I. Q. is an added liabil- 
ity, not only from the point of view of investigation, but also that 
of future adjustment, which requires special school and trade 
training in addition to emotional adjustment. 

XII. Classification as to Issues 

There are several possibilities : 

1. A solution is worked out from knowledge of problem in the 
conditions described here and accepted by patient and parents. It 
may be: 

(a) Removal from home: in conjunction with social service ; the 
question is considered of whether foster home or institution is most 
suitable in the given case. If separation is deemed necessary, care 
must be exercised that it is not interpreted by the child as punish- 
ment since it would thus defeat its end. 

(b) Return to the home—with or without followup (psychia- 
trist, social worker, or both) this being determined by the emo- 
tional status of the child at time of parole or discharge, and the 
knowledge of his capacity for full or restricted adjustment. 

2. The solution is rejected by parents. It is sometimes neces- 
sary to let the child go home, even though it is felt that he cannot 
make a satisfactory adjustment, since parents, owing to the rela- 
tive improvement in the home during week-ends, may believe child 
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to be ‘‘cured’’; in this ease the child can be sent home on extended 
leave, and it will be assumed that parents will later be convinced 
of the need for further hospitalization. 

No satisfactory solution can be worked out, due to the chronic 
character of illness, in which ease the child is transferred either to 
another institution, or back to his home under supervision of the 
out-patient department or some outside agency. 

XT. Chances for Adjustment in Family Background Depend on 

i. Severity, type, duration of problem on admission. 

2. Degree of improvement in neutral environment, from the 
peint of view of habit, behavior, affective relation to the environ- 
ment, and interest in activities and persons therein. This is a 
mooted point of hospital therapy, as opposed to therapy in the 
elinie or the office, and while the failure to adjust is of great sig- 
nificance, the capacity to do so is by no means an adequate index 
of the capacity to adjust on the outside, since the latter does not 
depend entirely on the child’s reactions, but also on factors in the 
environment which may be little, or not at all, modifiable. 

3. Degree of insight obtained by the child. This point has been 
considered under the various techniques studied. 

4. Severity of environmental pathology; the most difficult situa- 
tion being apparently that of pathological mother-child relation, as 
has been related from time to time in these notes. The parents’ 
ability to gain insight into the motives of their own behavior is less 
than is the child’s, and more than intellectual understanding is re- 
quired. Under this heading belongs a fairly large group of par- 
ents, usually exhibiting a compulsive type of behavior, who, for 
varying periods of years, have used various devices in dealing with 
the child’s illness prior to admission (one child of six and one-half 
had received treatments for three and one-half years from numet- 
ous physicians, besides nine months of daily chiropractic sessions 
for progressive disorganization of speech). They usually begin 
hy deluding themselves and others on the gravity of the initial sit- 
uation, then, in time, face the problem, deal with it with a charac- 
teristic compulsive drive to run the gamut of all therapeutic possi- 
bilities. These parents find it very difficult to leave any responsi- 
bility to the hospital authorities. They are little or not at all ae- 
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eessible to social service contact and function. If the child shows 
some improvement under hospital conditions, the parents behave as 
if they resented this improvement, as if it demonstrated their 
own failure, and this is unbearable to them. These are the parents 
who spend a good part of the child’s home visits threatening him 
with the possibility, indeed the inevitableness of recurrence, of for- 
mer behavior or symptoms, hence the child’s anxiety. 

5. Actual open uncooperativeness of parents. 

6. Changes in economic conditions. Even if the child is capable 
of emotional adjustment under previous home conditions, it has 
been seen that the sudden loss of father’s position for instance, and 
ensuing consequences on the family’s emotional status may have a 
disastrous repercussion on the child’s recently acquired and none 
too firmly established affective balance. 

7. Stability of background: while some developments (death or 
illness of close relatives, ete.) cannot be foreseen nor avoided, oth- 
ers can be controlled and kept in mind for instance, in several 
eases, a change of residence at the critical period of readjustment 
at home has been instrumental in precipitating a relapse. 

8. Possibility of adjustment in the outside school: again the 
hospital school represents an ideal seldom attained in the average 
public school and adjustment in the former is not an absolute in- 
dex of capacity for adjustment in the latter setting. The school 
must be picked judiciously, especially for those children in the low 
normal intellectual range who show special interests and abilities 
and for whom activity and other special classes are indicated and 
available; in many cases the social worker makes a visit to the 
school, in anticipation of the child’s discharge, to arouse the teach- 
er’s interest and call her attention to the child’s peculiarities, spe- 
cial talents, ete., though the danger of meeting with a teacher who 
could thereafter focus on an oncoming and unavoidable recurrence 
is not to be overlooked. 

9. Possibility of followup during the transition period of read- 
justment at home. 

XIV. Conclusions 

Information regarding children’s psychiatrie problems, at the 

present time shows a dearth of accounts of spontaneous expression, 
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the value of which cannot be overrated. It is felt that, alone, de. 
scription of behavior and emotional response in a known environ. 
ment, while valuable in itself, gives only partial and superficial in- 
formation. On the other hand, children being, more than adults, 
suggestible and amenable to the influence of certain adults under 
certain circumstances, it is probable that some of the material 
available reflects suggestions or interpretations given in the course 
of therapy as much as the child’s unadulterated expression. From 
the point of view of investigation and systematic collecting of data 
for present and future reference, it is desirable that suggestions 
and interpretations be eliminated, but, if introduced for thera- 
peutic purposes, that they be limited to interpretation directly 
derived from the child’s spontaneous productions and entered in 
the record as such. 

In working out the several techniques described in this series of 
papers, efforts have been made to avoid suggestion. On the other 
hand, it has been pointed out that in two of them (use of a knife— 
collective phantasy) an element of suggestion is introduced: in the 
first case, suggestion of affect through directed use of an imple- 
ment of aggressiveness, in the second, group suggestion by release 
of affect in a special setup, and that it has made possible a com- 
parison between reactions obtained through the various methods, 

The object of this writing has been, not only to present tech- 
niques and show that there exists a working relation between them, 
but also to establish their relation to the total picture, under hos- 
pital conditions. The necessity to study dynamically all aspects of 
the total picture in the light of material obtained directly from the 
child, and vice versa, has also been stressed. 

In reviewing the material brought out spontaneously by the chil- 
dren, one gains the impression that the problem of aggressiveness 
and its sublimation may be the most important to solve, that from 
the point of view of tension release alone, it is relatively indiffer- 
ent which channel, suggested or not, is opened, since the child will 
utilize for this purpose any setup offered him, but that he also 
seeks specific expression and that for the benefit of study of causes, 
it is preferable to provide him with methods which will give him 
such an opportunity for specific expression. 
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Dr. John H. Travis, acting medical inspector for the Department of Men- 
tal Hygiene, has been appointed by Commissioner Tiffany to the superin- 
tendency of the Willard State Hospital, the appointment to become effective 
January 1, 1938. He succeeds Dr. Harry J. Worthing, who was transferred 
to the position of superintendent of the Pilgrim State Hospital. 

Dr. Travis was born in Courtland, Ontario, April 15, 1889. He received 
his medical degree from the Faculty of Medicine of the University of 
Toronto in December of 1911. Following service in Massachusetts hos- 
pitals, the Canadian Army Medical Corps and in the state hospital at 
Augusta, Me., he entered the service of the State of New York as assistant 
physician in the Buffalo State Hospital in August, 1922. He was ad- 
vanced to senior assistant physician in February, 1923, and to clinieal di- 
rector of the Creedmoor State Hospital in December, 1928. On January 
1, 1933, Dr. Travis was appointed first assistant physician at the last named 
institution, in which position he served until September 15, 1937, when he 
became acting medical inspector. 

On March 2, 1920, Dr. Travis married Louise Russell of Boston, Mass. 
He has been a fellow of the American Psychiatrie Association since 1926. 


The PsycHIATRIC QUARTERI.Y congratulates him on his well-deserved pro- 


motion. 











BOOK REVIEWS 


Will Therapy: an analysis of the therapeutic process in terms of relation. 
ship, and Truth and Reality: a life history of the human will. By 
OTTo Rank. Both books translated from the German by Jessie Taft, 
of the Pennsylvania School of Social Work. A. A. Knopf, New York. 
1936. 292 and 193 pages, respectively. 

Impartial students of what has been ealled ‘‘the house that Freud built” 
eannot fail to recognize that its foundations are reasonably solid. That 
the superstructure must needs undergo a certain degree of tearing down 
and rebuilding is not surprising, since it is inherent in the scientifie spirit 
to go on endlessly perfecting, without blindly destroying, useful basie con- 
eepts. The two books under review here are representative of nothing so 
much as of a chaotie hair-splitting, withal they are the results of prodigious 
thought. It must be said, however, in warning to the reader, that he is on 
the threshhold of no casual experience, in which the writer’s ideas will come 
gently flowing in, but is rather faced with a task of deciphering whose logi- 
lal goal is headache. 

Witness the following labyrinth of thought, culled from pages 45 and 46 
of the book listed second above: 

At all events, to correct always seems easier to me than to pre- 
vent or to educate, particularly because there is a natural tendency 
to self-healing, yes, even to over-healing (in Ostwald’s sense), 
while the tendency to self-education if it exists, at all events is 
much harder to awaken and to develop, as it presupposes on the 
part of the individual the acceptance of his own will . . . (ad 
infinitum ) 

The foregoing concludes a chapter in which Rank asserts that ‘‘one must 
be ready to admit that the morality lying at the bottom of this therapy 
(Freudian analysis) is the Jewish-Christian morality which it seeks to con- 
serve.’’ This ought to give Freud a twinge of perplexity, when he dis- 
covers to his dismay that he is regarded (by this writer, at least) to bea 
bluestocking among psychopathologists. 

One is reminded as he plods through these nearly five hundred pages, of 
having sat through a big tennis match, and of following the ball first to 
the left, then to the right, back and forth, until a sort of hypnosis prevails. 
Rank first states (or misstates, as the case may be) a Freudian tenet, then 
he applauds it, then makes an exception to it, then rejects it forcibly ; there 
follow some phrases wherein he makes an excuse for Freud, and is con- 
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descending, but he always ends with some involved restatement of the prin- 
ciple, which statement is as elusive as the soap in the bathtub. For such 
thrilling adventure in the drama and comedy of logic, these books are heart- 
ily recommended; one might say, ‘‘Never a dull moment.’’ Especially 
mystifying yet provocative is a chapter entitled ‘‘Knowing and Experi- 
ence.’’ Here Rank tilts with Biblical windmills with the obvious purpose 
of having Freud tangled in a snarl of mythological reasoning. 

Mark you well, this author is no mean verbal opponent. The wonder is 
not that he produces such complexities of thought, but that he actually finds 
measures to extricate himself from a good many self-condemnatory pro- 
nouncements. In these writings you will find narcissism worked out to a 
fine art. For sheer mental calisthenics, the books should be widely read, 
but few are they who will tread the rocky path along with the author. 

Praise is due Dr. Taft for a splendid job of translation. For the repro- 
duction of these enigmas, more is required of the translator than multilin- 
gual facility: an acquaintanceship with the Rankian belvedere, a broad 
view of the field of psychoanalytic thought, and a fidelity to logical phras- 
ing. Dr. Taft makes full use of such talents to produce a scholarly version 
of the original of these books. 


The Mind of Man. The story of man’s conquest of mental illness. By 
WALTER BroMBerG, M.D. Harper and Brothers, New York, 1937. 293 
pages, plus bibliography and index. Illustrated. Price $3.50. 

In this excellent historicald oeument, Bromberg makes it possible for in- 
telligent persons to fix in their minds the striking contrast between the old 
and the new in the realm of mental disorder and its understanding. The 
thorn-ridden path through the morass of mysticism to the open field of sei- 
ence is delineated in these pages with skill and vigor. There are ample 
quotations from centuries-old texts, and illustrations from Hogarth and 
others. In the course of the narrative there prevails a temperate judgment 
that such things just had to be in a society so controlled by tradition and 
so infested with blind superstition. Good men and true there were, to be 
sure, but the great pity is that the charlatans outnumbered them. 

Of necessity, much of the earlier portion of the book deals with the evo- 
lution of physical medicine as much as it touches upon ancient concepts of 
mental processes. The centuries prior to the Renaissance indeed offer us 
little of enlightenment in psychology, chiefly because scholars were cramped 
with a worship of Aristotle. Furthermore, quietly though science-in-the- 
bud had to tread in its investigation of the body, how much more stealthily 
must it approach the mental life. 


JAN.—1938—N 
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We read, in Chapter V, that ‘‘the devil lost dominion over the insane 
when about the seventeenth century ‘‘witcheraft showed signs of fortheom- 
ing disintegration.’? Your reviewer would like to share the optimism that 
this implies for our own era, but he cannot ignore the fact that demonologi- 
eal concepts still make themselves felt. Great strides have been made, and 
they are herewith applauded, but mankind is in general a long way from 
an optimum realization of natural eause and effect. The education of the 
race, no less than that of the individual, must go on endlessly. Books such 
as this one of Bromberg’s give us hope for the future. 

An interesting comment is made in Chapter VIIIT (‘‘The Latter-Day 
Faith Healers’’) : 

It avails nothing to rant against the acceptance of blind 

faith in preference to the precision of modern medicine. Our 
knowledge of the human mind is yet embryonic. Besides, there is 
a time factor involved in the substitution of science for faith. 
The time lag between the intellectual appreciation of established 
facts of science and their emotional acceptance is long. It was 
during such a prolonged period of latency that the latter-day faith 
healers mushroomed. 

There follows an absorbing chapter on those scintillating characters of 
the nineteenth century, Noyes the perfectionist, the Fox sisters, Mary 
Baker Eddy and Phineas Quimby, the Rev. James Alexander Dowie, and 
others. 

General readers will learn in a manner far from dull, of the beginnings 
of modern psychotherapy. Pinet, Charcot, Freud, to mention only a few, 
are introduced, their theories are discussed without prejudice, and their 
individual influence upon the science ‘‘of the mind’’ is adequately put 
forth. 

Bromberg is intolerant of nothing but intolerance. His book deserves 
wide reading. It is a distinct contribution to public education, and splen- 
did diversion in the bargain. 


Juvenile Paresis. By Wu.itaAmM C. Mennincer, M. D. Williams and Wil- 
kins, Baltimore, 1937. 199 pages, bibliography and index. Price $3.00. 
This monograph fulfills the purpose for which it was intended, but adds 
little to the general fund of medical information. The authors’ writings 
and studies of most of the features of juvenile paresis, supplemented by ob- 
servations drawn from a vast literature, are brought together and are fairly 
up-to-date. The presentation is objective, concise and logieally arranged. 
Well-chosen case records are clearly and briefly abstracted to illustrate the 
material of the text. A worthwhile feature of the volume is to be found in 
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the appending of a summary to the end of each chapter, wherein all the im- 
portant facts are adequately condensed. 

The mass of numerical data given in the first two chapters is occasiona- 
ally confusing; it might be said in this respect that throughout the book 
the relative importance of statistics is overemphasized. Another source of 
eonfusion is the manner in which figures and dates are presented and refer- 
ences cited, as the numbers intended for these different purposes are fre- 
quently found together. The author’s recognition of the difficulty of col- 
lecting and appraising statistical information bears out that general tend- 
encies are all that may be indicated, and that the consideration of each pa- 
tient must be individual in the light of statistical trends. 

A noticeable omission is an evaluation of mental deficiency in parents as 
related to hypophrenia in the offspring, particularly as this condition ap- 
pears so frequently in these children, and especially since most of the other 
factors having a possible relation to or incidence in juvenile paretics, are 
considered. 

The descriptions of the physical, mental and clinical features of the dis- 
ease are practical and pointed. The generalizations concerning the psycho- 
logical interpretation of psychotic manifestations are tenable. A consid- 
eration of the more recent and sensitive precipitin tests for syphilis is 
neglected though this would seem important since a Wassermann examina- 
tion may miss a weakly positive reaction. Despite the acknowledgment by 
the author of extremely poor therapeutic results, it is surprising that the ne- 
cessity and possible benefits of preventive or prenatal treatment should not 
have been mentioned. 

An interesting pathological discussion completes the book, and an exten- 
sive bibliography is appended. 


The Neurotic Personality of Our Time. By Karen Horney, M. D. 
W. W. Norton and Co., Ine., New York, 1937. 299 pages. Price $3.00. 
Readers who are familiar with Dr. Horney’s writings will turn within- 
terest to her new book depicting the neurotie constitution. It is not a 
treatise on psychoneuroses, but a discussion of personality characteristies 
of the psychoneurotic. We do not find a referenee, for example, to anxiety 
hysteria, but there is much about anxiety, its sources and protean manifes- 
tations. Indeed, as one reads the lines and between them, anxiety is 
stressed as the chief characteristic of the neurotic personality. This trait 
together with poorly sublimated narcissim doubtless gives expression to 
most of the obvious behavior patterns in this type of individual. 
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Dr. Horney, for the purpose of her presentation, has avoided separating 
the group into clinical entities or types and they are not entities in the 
true meaning of the term, yet textbooks and lecturers have made it appear 
that they are. She avoids becoming involved in this ambiguity by ignoring 
any classification of psychoneuroses and concentrating her attention upon 
the neurotic himself. Some one should perform the same service for psy- 
chiatry. The flair for classification tends to foeus attention upon trivial- 
ities and leaves the basie factor, the individual himself, without adequate 
consideration. 

The author is a well-known psychoanalyst and follower of Freud, but be- 
lieves that in building upon the foundation laid by him she is justified in 
stressing her own conclusions and not eonfining herself to Freud’s inter- 
pretations, saying in substance that she has gone beyond Freud. The re- 
viewer would modestly warn her to beware. Others have chosen such paths 
and eventually found themselves in difficulties. She concludes that he is 
in error for having overemphasized the biological origin of mental charac- 
teristics. He has remained rooted in scientifie orientations. For his dis- 
regard for cultural factors, he and his followers have been led into a blind 
alley where they are enshrouded in a rank growth of abstruse theories. As 
far as your reviewer can perceive, this has all come about from the empha- 
sis which he places upon the Oedipus situation and sibling rivalries—the 
family romance, and his teachings of the psychology of women; but Dr. 
Horney objects also to the emphasis which he places upon the sexual in- 
stinet, and would substitute anxiety in its place. 

These criticisms do not detract from the value of the book. If her psy- 
chology may be thought by some to be unsound, others will hail her as a 
prophet to whom they will gladly do honor. For the general medical reader 
the book has much to offer in the way of understanding the neurotic, his 
moods and trends. Its perusal will give him some new light perhaps or at 
least a different slant from which to view the developments taking place in 
the field of mental hygiene. 


Personality and the Cultural Pattern. By JAmes S. Pant, M. D. The 
Commonwealth Fund, New York, 1937. 432 pages with index. Price 
$2.50. 

Under this title Dr. Plant has written a thought-compelling book—one 
which deserves the consideration of every individual concerned with the 
field of mental maladjustments. Tt should prove especially interesting to 
those who believe that the principles of mental hygiene should be more 
widely applied to our social institutions. 
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The author first states and fortifies his hypothesis, namely ‘‘that person- 
ality and environment are mutually impinging sets of forces and that there 
is a constant stream of action and interaction in which each new pattern 
reacts in turn on its determinants.’’ With that as a foundation, he pro- 
ceeds to a critical examination of present concepts arriving at the working 
conclusion that they are probably too narrow and too individually centered 
for other than ameliorative solutions to what are comparatively minor and 
temporary symptoms of a deeper personality-culture maladjustment. The 
study of personality difficulties had led from the adult to the child and 
now to the parents and the schools. Therapeutic efforts have swung from 
modifying environments to modifying personalities with results which are 
not overencouraging. It seems only reasonable to assume, as does Plant, 
that only when we come to understand more fully the active components of 
the impact of personalities on the cultural environment and of the cultural 
pattern on personalities will we be able to deal effectively with the prob- 
lems of maladjustment. It is stressed by modern psychiatry that the mind 
and the body eannot be considered apart but rather should be considered 
as one integrated whole in psychosomatic relationships. May it not be that 
this union of forees should be carried farther so that personality and en- 
vironment instead of being considered separately should be integrated into 
a still larger whole—the personality-culture relationship? 

The author enlarges upon this thought and applies it to the more prom- 
inent of our existing social institutions as they affect and are affected by 
the personalities with which they make contact. He considers the family, 
the school, recreation, law, social work, medicine, the church and industry. 
This portion of the work is particularly well handled, composed with an 
inquiring attitude showing no dogma and little bias and is based on a sur- 
vey of present conditions rather than of classical traditions. Many more 
questions are asked than are answered and it is in this point in the opinion 
of the reviewer, that the greatest value of the book lies. For it is stressed 
that when we arrive at the point of examining the interrelationships be- 
tween these institutions and personality, our knowledge is on the whole 
definitely insufficient. Here we find avenues of investigation and sources 
of information suggested as well as many pertinent questions asked, all in 
such a way as to provoke thought on the part of the reader. The trend 
of preventive psychiatry is toward penetration into other large social in- 
stitutions to the same extent in which it is already at work in the schools. 
Before this ean be effectively accomplished much thought and more know]l- 
edge are essential. Volumes such as the present one from Dr. Plant will 
help point the way for them. 
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The Principles and Practice of Clinical Psychiatry. By Morris 
BraupE, M. D. P. Blakiston’s Son and Co., Philadelphia. 1937, 
Pages x-382. Price $4.00. 

The author is a teacher of psychiatry and has compiled a textbook upon 
the basis of his lectures to medical students—at least one gains that im- 
pression upon reading it. His stated purpose is to relieve the bewilderment 
of the student resulting from the inchoate, controversial and uncertain po- 
sition of psychiatry and to simplify such knowledge as is available. A most 
laudable purpose surely, but in carrying it out he might have gone further 
in eliminating more than he has done. Writers of textbooks are inclined 
to repeat older theories and the conceptions of earlier writers, even though 
they themselves entertain more modern and sounder opinions. The old is 
earried along with the new without indicating the distinetion with entire 
clearness. Perhaps the reason is an intention to present the subject with- 
out bias of personal views, but the student and reader would weleome them. 
This may explain why on one page with reference to prognosis in schizo- 
phrenia he is led into the firm statement that its ‘‘ progress is slow but cer- 
tain deterioration and finally dementia’’ while on another page he speaks 
more hopefully, recognizing what is known to be true, that cases do recover, 
and speaks of cautious optimism in prognosis. 

The last chapter is devoted to a discussion of the psychoanalytic point of 
view which shows him to be conversant with the newer psychology but his 
presentation of the paranoia syndrome includes no reference to homosexual- 
ity and the love-hatred component is not mentioned. The pathogenesis of 
paranoia is no longer seriously disputed and it would seem that the medical 
student should be able to grasp its significance and gain an insight which 
would be helpful with reference to psychogenesis generally. 

One is led to refer to omissions like this because the author displays a 
comprehensive grasp of his subject and has prepared a book that is well 
arranged and suitable for students’ use. 


The Patient and the Weather. By Wuuii1Am F. Petersen, M. D., with 
the assistance of Margaret E. MILuiken, S. M. Volume IV. Part I, 
including a chapter on Experimental Endocarditis by Alexander J. 
Nedzel, M. D. 654 pages. 1937. Edwards Brothers, Ine., Ann Arbor, 
Michigan. Price $10.00. 

The present volume of Dr. Petersen’s series of monographs subtitled 

‘*Organie Disease’’ continues his thesis regarding the validity of the an- 

cient Hippocratic observation of the relationship between meteorological 
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alterations and clinical events. Certainly he is not disposed to urge weather 
as the sole and only etiology but as simply one important factor to which 
the patient must constantly adjust, be he of the asthenie or pyknie habitus 
and then with his own peculiar organization, and in his own way. Cell, 
tissue, organ and particularly cardiovascular physiology and the easy shift 
to pathological function with reference to anoxia is the basis for Dr, Peter- 
sen’s interpretation. 

Diversified ease material, ranging through lobar pneumonia, lead en- 
cephalopathy, coronary occlusion, acute osteomyelitis, endocarditis, ne- 
phritis, ete., is correlated with appropriate meteorographs. Briefly, it is 
shown that clinieal crises coincide with temperature drops and barometric 
crests by way of the pressor episode, inasmuch as it is the cardiovascular 
system (autonomically controlled) which bears the brunt of adjustment to 
the fluctuating environment. Further than that, the clinical events in 
several patients during the same meteorological shifts were shown to run 
parallel courses. Evidence is presented with reference to the kidney par- 
ticularly, that ‘‘the self-same mechanism that precipitates the final clinical 
of 
integration that ultimately cause the clinical entities that we recognize as 


symptomatology is of signifieanee in initiating the earlier disturbances 


~ 


disease.’’ 

Dr. Nedzel’s very significant chapter on experimental endocarditis in 
dogs following an induced pressor episode is pertinent to the sections on 
endocarditis subjects. 

Although no index is appended, the table of contents and the bibliogra- 
phy are full. Incidentally the publisher calls attention to the lithoprinting 
process used in the preparation of this volume, which is relatively legible 
and said to be inexpensive. 

To this reviewer the book is somewhat marred by a sophomorie jibe at the 
psychoanalytical interpretation of a cited case, rather in the style and spirit 
of Dr. William Brady, the indefatiguable newspaper columnist. Otherwise 
the entire presentation is scholarly, scientific and well-documented with 
case material and reference to sound research. Dr. Petersen actually goes 
far beyond his original purpose, adds much to our knowledge of constitu- 
tional medicine and exhibits the modern medical point of view, expressed 
by Socrates, Hippocrates and Paracelsus and too-long forgotten. That is 
to say that in our laborious and endless accumulation of scientific minutiae 
we have lost sight of the man himself and of his constant internal and ex- 
ternal adjustments. 

The book is commended to physicians of any specialty and particularly 
to the neuropsychiatrist. 
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New Frontiers of the Mind. A story of the Duke experiments. By 
J. B. Rute. Farrar and Rinehart, New York, 1937. 274 pages, 
Price $2.50. 

It would be unworthy of the scientific viewpoint to dismiss without a 
hearing the claims of diligent investigators into those phenomena of human 
experience that tend to remain in the category of the imponderables. Con. 
sequently, the series of experiments described in Professor Rhine’s book, 
emanating from the psychological laboratory of a recognized university, 
compel attention, if not agreement with the author’s thesis. 

The book is admittedly addressed to the layman, written in a style that 
ought to convince many of the uninitiated. The experiments discussed need 
no exposition here, for widespread publicity has made them almost house- 
hold knowledge. As for the body of Rhine’s book, it comprises a long. 
winded, insistent argument against the explanation of his samples of extra- 
sensory perception on the basis of pure chance. With an eye to the general 
reader, however, the author has sprinkled his work here and there with 
anecdotal seasoning. Manifestly lacking is any statement of total experi- 
ments, total results, or any inclusive and comprehensive data of the seven 
years of dabbling in telepathy and clairvoyance. But the book is not ad- 
dressed directly to the scientist, henee the easy manner of tossing aside 
such dreary statistical material. 

Carefully chosen though the word ‘‘extrasensory pereeption’’ may be, 
the reader cannot escape its metaphysical implication. Professor Rhine 
makes plain his concept of this term when, on page 128, he says, ‘‘The 
trouble with this idea of a new ‘sixth sense’ is that the extrasensory phe- 
nomenon does not behave like sensation.’’ Still, the good professor is in the 
last analysis ignorant of how it does behave; therefore, how ean he be cer- 
tain that it does not behave as do the known sensations? Make no mistake 
about his viewpoint in this regard, for he emphasizes at a later point in the 
book, ‘‘ . . . it does not supernaturalize the mind simply to discover that 
it has some extrasensory capacities in the field of pereeption. No discrim- 
inating person, therefore, will view our findings as mystical, oceult or super- 
natural merely because they are not based on sensory reports.’’ <A pre- 
requisite to acceptance of Rhine’s thesis, nevertheless, is the virtual ruling 
out of biological interpretation ; this, the reviewer is unwilling to do and yet 
he does not feel that he is ‘‘blinding himself to any of the facts because of 
the extreme antimystical terror to which many scientists are subject.’’ 

It is indeed a challenge to the imagination to ponder what might be the 
effect upon psychopathological concepts, were the author’s enthusiasm for 
extrasensory perception universally shared, and were his experiments 
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transferred from the narrow scope of card-guessing to the more complex 
aspects of human experience. We should have to refabricate the entire 
structure of clinically obtained knowledge of human nature. 

True it is, that we often adopt a defeatist attitude when confronted with 
the strange tales of extrasensory perceptions that are bruited about. Ad- 
mitted it is, that frequently one can say only, ‘‘I cannot explain it, but 
there must be some explanation on a natural science basis.’’ Yet this is 
not, as Rhine suggests, an attitude of smug satisfaction that the riddle of 
the universe has been solved; it is merely the caution that must attend 
every search for knowledge. We must recognize, for example, that when 
the subject of an experiment makes his response (that is, ‘‘ guesses a card’’), 
in order even to utter the words ‘‘cirele,’’ ‘‘star,’’ or what not, a neural 
path must have been excited; this neural path, traced in reverse, would 
eventually reveal a definite original stimulus or combination of stimuli. 
If this is too mechanistie a viewpoint, then let us say that something within 
the range of the subject’s experience would have to touch off the spark. To 
seek other sources of an individual’s behavior is to court the existence of a 
yet unrecognized sense (a reasonable conjecture, but one which Rhine will 
not entertain), or to pursue a pseudoscientifie will-o’-the-wisp. 

In the nature of a postscript to the above, the reviewer cannot resist the 
impulse to record here that the E S P ecards are now obtainable on the 
counters of certain red-front department stores; also, that a radio manu- 
facturing company is sponsoring extrasensory tests on the air! 


An Introduction to Psychological Medicine. By R. G. Gorpon, M. D., 
D. Se., F. R. C. P. (Ed), N. G. Harris, M. D., B. S. (Lond), D. P. M., 
and J. R. Rees, M. A., M. D., D. P. H. (Camb). Oxford University 
Press, London, 1936. 373 pages and index. Price $4.00. 

There are in this book no flights of faney in defense of insupportable doc- 
trines, nor is there on the other hand a preoccupation with a strictly or- 
ganic interpretation of every foible of human conduct. The authors have 
turned out an understandable text which should prove of value to medical 
students. Its plan is admirable; to quote from the preface; ‘‘The general 
arrangement of the book envisages that the student shall receive four or five 
lectures in psychology in connexion with his courses in physiology imme- 
diately after he has dealt with the physiology of the nervous system; three 
or four lectures on psychopathology in connexion with the teaching of 
pathology, and that in his final year, he should receive five lectures on the 


Psychoneuroses, eight lectures on the Psychoses and two on Mental De- 
ficiency.’’ 
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Following a few introductory pages on the relationship between physiol- 
ogy and psychology, the discussion is launched upon a consideration of 
Psychological Organization, which the authors define under the well- 
known framework of cognition, affection and conation. Under the last 
named, ‘‘appetite’’ and ‘‘instinet’’ are offered as distinct basic elements; 
the former seems to be handled judiciously, but the latter conveys the im- 
pression of a certain amount of duplication. One wonders, for example, 
why food-seeking instincts must be listed apart from hunger (an appetite), 
and why self-assertion, so interwoven with aggression, is however listed as 
an independent instinct. The reviewer feels that the authors have leaned 
heavily upon MacDougall in this phase of their discussion, but perhaps this 
is only quibbling about the matter of presentation. This section of the 
text winds up with an excellent chapter on Personality—the Complete Or- 
ganization. 

Subsequent divisions of the work are in accord with the outline stated in 
the preface, being devoted successively to psychopathology, psychoneuroses, 
psychoses and mental deficiency. In the first of these one encounters an 
exposition of underlying mechanisms (conflict, repression, abreaction, re- 
gression, the dream, and so forth), followed by two chapters on the psycho- 
pathology of common symptoms. This approach is commendable, for it 
provides a transitional stage of study before entering upon the considera- 
tion of the clinical entities to be treated in later chapters. The classification 
of the psychoses is based on that suggested by Meyer, and its brevity should 
make available to the medical student a fairly cohesive picture of the na- 
ture of mental disorder. 

There is nothing abstruse in the style. The authors offer a readable and 
instructive introduction, an unbiased presentation, a preview to the intelli- 
gent understanding of human nature that should come ultimately to every 
physician who would be more than a dispenser of materia medica. Ad- 
raneed students of psychology could use the book with profit, for although 
certain of the theses presuppose some medical knowledge, a little reference 
work will pull the neophyte through any difficulties; furthermore, there is 
need for the products of the psychology laboratory to be tempered with 
the current of life that courses through clinical experience. 


The Problem of Anxiety. By Sigmunp Frevp, M. D. Translated by 
Henry Alden Bunker, M. D. W. W. Norton and Company, Ince., New 
York. 1936. 165 pages. Price $2.00. 

This is not the first time this monograph has appeared in English, but it 
is welcomed as a new translation and which does better credit to Prof. 
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Freud’s lucid style. His scientifie conscientiousness, his refusal to draw 
eonelusions beyond the limit of the evidence, his critical attitude towards 
his own conclusions gives the reader almost the same feeling as if he were 
engaged in an amicable discussion with the learned investigator. This, it 
aia seemed to the reviewer, is the charm which distinguishes his writings. 
He takes the reader into his confidence, lets him see the steps by which he 
makes progress in the development of his theme and reaches a conclusion. 
When his conclusion is tentative or incomplete he does not leave the subject 
until he has pointed out the deficiencies. Indeed there is no intelligent and 
understanding eritie of Freud more ruthless than himself. 

In an addenda he has restated some of his earlier views upon the basis 
of added experiences. 

Dr. Bunker is to be congratulated upon his excellent translation, in which 
the author’s delightful literary style is fully retained. 


Der psychische Restitutionseffect. Das Princip der psychisch bed- 
ingten Wiederherstellung der ermudeten, der erschopften und 
der erkrankten Funktion. (The principle of psychie restitution. 
The prineiple of the fatigued, exhausted and diseased functions of 
mental stimuli). By Orro Lowenstein, Clinie La Metairie, Myon, 
Switzerland. Benno Schwabe and Company, publisher, Basel, 1937. 
192 pages. Paper bound. Price 8 franes (Swiss). 

The problem of fatigue of various functions of the nervous system and 
the compensating effect of mental stimuli on the fatigue is studied and dis- 
cussed. The light reflex of the pupil, which is considered as the prototype 
of a vegetative reflex, is chosen as the object for the experimental studies. 
By means of a special method inaugurated by the author, which permits 
exact registration, the effect of fatigue on the reflex is investigated in detail 
and seven stages of fatigue are differentiated, the one extreme being the 
normal reaction to light and the other, the complete loss of reaction. The 
fatigue can be considerably diminished or completely abolished by interven- 
ing mental or sensory stimuli; for example, fright, joy, pain, et cetera. So 
the fatigued pupil shows again a normal light reflex, or, at least, returns to 
a stage of less pronounced fatigue. This is called the ‘‘principle of mental 
restitution.’’ The findings, which are illustrated by graphie registrations, 
are the result of very thorough experiments, the method of which is de- 
scribed in detail. Evidently this monograph is a continuation of the au- 
thor’s former studies on pupillary functions and disturbances. Mental- 
restituting effects, similar to those seen in the ease of the fatigued fune- 
tion, can also be observed in cases of damaged function; damaged, that is, 











208 BOOK REVIEWS 


by organic lesions in the nervous system (lues, encephalitis). The presence 
or absence of the effect is said to be an indicator for the severity of the or. 
ganic damage and for the improvement which can be expected. It is, there. 
fore, of practical importance for the prognosis of organic neurological 
conditions. 

It is the author’s opinion, that the effect is not limited to the light reflex 
of the pupil, but that it is a general principle effective in all functions of 
the vegetative nervous system. It is interpreted as a reflex mechanism of 
the sympathetic system and is considered as a regulating connecting link 
between psyche and soma. The effect is believed to counteract the exhaus- 
tion of vegetative functions, and thus to render possible the continuation 
of life. Not only external mental or sensory stimuli are able to produce 
the effect, but also the stimuli arising spontaneously within the individual’s 
own mind. 

The problem discussed seems to be too theoretical and specialized to be of 
interest for the practitioner, but it ought to be a valuable stimulation for 
the physiologist and the neurologist. 





NOTES 


The fifteenth annual meeting of the American Orthopsychiatrie Associa- 
tion will be held at the Stevens Hotel in Chicago, Ill., February 24-26, 
1938. Communications should be addressed to the secretary of the associa- 
tion, Dr. Norvelle C. La Mar, 210 East 68th Street, New York, N. Y. 


—The fifteenth annual meeting of the Academy of Physical Medicine was 
held at the Hotel Walton, Philadelphia, October 19-21, 1937. In addition 
to lectures and the general program, demonstration elinies were held at the 
hospitals of the University of Pennsylvania, the Jefferson Medical College 
and Temple University. 


—The New York City offices of the State Department of Social Welfare 
were removed, on October 7, to the Bartholomew Building, 205 East 42nd 
Street, New York City. The telephone number is MUrray Hill 4-5001. 
Other offices which will be grouped at this new address are those of the sub- 
urban area office of the department, the division for the blind, the division 
of State charges, and the local office of the Warwick State School for Boys. 


—Dr. Harry J. Worthing was transferred to the superintendency of the 
Pilgrim State Hospital, effective December 1, 1937. Dr. Worthing, who 
had been first assistant physician at the St. Lawrence State Hospital until 
his appointment as acting deputy medical inspector on May 1, 1933, was ap- 
pointed superintendent at the Willard State Hospital on January 1, 1935. 


At Pilgrim, he sueceeds Dr. William J. Tiffany, Commissioner of Mental 
Hygiene of New York State. 


—The New York State Psychiatrie Institute and Hospital will again of- 
fer to qualified graduate nurses a course of eight months in psychiatric 
nursing. Nurses who have already had three or four months in psychiatric 
affiliation are to be given preference. The class will be admitted on Febru- 
ary 1, 1938. Detailed information can be obtained by addressing the direc- 


tor of the institute, Dr. Nolan D. C. Lewis, at 722 West 168th Street, New 
York, N. Y. 


—More than thirty-five hundred delegates attended the sixty-eighth an- 
nual meeting of the American Public Health Association, held October 5-8. 
1937, in New York City. Every state in the Union was represented, as well 
as many foreign countries. Of interest to readers of this journal were (1) 
a resolution supporting the development of more adequate diagnostic serv- 
ices for the control of syphilis and (2) a resolution pledging active support 
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for measures which seek to secure better maternal and neonatal care. The 
1938 meeting will be held in Kansas City, Mo. 


—The second national Social Hygiene Day will be observed on February 
2, 1938. Emphasis will be laid upon the prevention of syphilis, the enemy 
of youth. A special poster designed by the State Charities Aid Association, 
urging every expectant mother to go early to a physician for an examina- 
tion and blood test, will be displayed in 22 states, starting in February, with 
the cooperation of outdoor advertising companies; this poster has been 
adopted by the American Social Hygiene Association in its nation-wide 
program. 


—The people of New York State are to be congratulated on their demon- 
stration of a humane spirit in approving the forty million dollar bond issue 
for State institutions. It is worthy of mention that while the favorable 
vote on this question was smaller proportionally to that on two previous 
bond issues, this occasion came on the heels of enormous demands for various 
relief funds; also, that comparatively little publicity preceded the request 
for this appropriation. The moneys thus secured may be appropriated by 
the Legislature any time between January 1, 1938 and July 1, 1940, for 
the construction of State hospitals, schools for mental defectives and State 
charitable, health and correctional institutions. It is expected that a sub- 
stantial portion of this sum will be allocated to the Department of Mental 
Hygiene. 


—Founder’s day exercises were held at the headquarters of the State 
Charities Aid Association in New York City, on Wednesday, December 15, 
1937, as a tribute to Louisa Lee Schuyler, who organized the association in 
1872. The following excerpts are taken verbatim from the December issue 
of the 8S. C. A. A. News: 

‘‘Mr. Folks told of the visit of Miss Schuyler and her sister, Georgina, 
to the almshouse of Westchester County in 1871 where they found the sick, 
the physically well whose only handicap was poverty, the young, the old, 
the disorderly, the insane, and the feebleminded, all jumbled together in 
one hopeless mess of misfortune . . . Perhaps the achievement which in- 
sures Miss Schuyler’s place among the immortals more than any other was 
her unrelenting ten-year campaign to have the insane removed from local 
poorhouses and placed in State hospitals . . . The bill fixing New York 
State’s responsibility for the proper treatment of these wards was intro- 
duced at each session of the Legislature for several years until, due to Miss 
Schuyler’s untiring organization of public support . . . it was passed in 
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1890 . . . This Act with its definite provision for psychiatric treatment of 
the mentally unfit has come down to this day with surprisingly few changes, 
and has served as a model for many states in the Union.’’ 

—The American Physicians’ Art Association, a national organization of 
medical men who have ability in the fine arts, will hold a first national ex- 
hibition in the San Francisco Museum of Art, San Francisco, Cal., in June, 
1938. (The American Medical Association Convention is June 13-17 in the 
same city.) Entries are to be accepted in the following classification : oils, 
watercolors, sculpture, photography, pastels, etchings, crayon and pen and 
ink drawings (including cartoons), wood carvings and book bindings. Scien- 
tifie medical art work will not be accepted. The exhibition is not limited to 
first showings. All entries close April 1, 1938. Any physician interested 
should communicate at once with the Secretary of the American Physicians’ 
Art Association, Suite 521-536 Flood Bldg., San Franciseo, Cal. 





